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Pursuant to Paragraph 104 of the Consent Decree entered on March 11, 1998, the
Defendants agreed to file a semi-annual report with this Court and plaintiffs’ counsel regarding

their compliance with the terms of that order. Such reports are to be filed on July 31* and

January 31% of each year. Said reports “shall contain information, validated by the applicable




audit and testing procedures outlined herein, which accurately and fully reflect the status of the
State’s compliance with each of the applicable requirements of this order S
Attached to this notice is a copy of the Semi-Annual Progress Report for the period
ending January 31, 2003, Pursuant to paragraph 104 of the Consent Decree, this semi-annual
report is being provided to plaintiffs’ counsel.
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Between August 1, 2002 and January 31, 2003, the state has continued a host of
EPSDT activities amidst the implementation of a new TennCare waiver. Each state
department or division has played an active role in the EPSDT effort and has actively
coordinated efforts to best serve children.

Each department/division involved in the EPSDT program spent a significant amount of
time and resources on a response to the Special Master's ltemized Assessment Protocol
(IAP). On October 16, 2002, the State submitted a coordinated response to the Itemized
Assessment Protocol, followed by the submission of an initiai work plan on December

12, 2002.

This report was also a coordinated effort and reflects the EPSDT activities by
department/program/division which together form the State of Tennessee’'s EPSDT

program.

Sections of this report and the pages on which they begin are as follows:

Part I Quality Oversight (page 2)

Part I Health Department QOutreach and Screening Activities (page 5)

Part lii: Department of Children’s Services (page ©6)

Part IV: UT Study of Children at Risk for State Custody (page 8)

Part V: Division of Mental Retardation (page 9)

Part VI EPSDT Dental Activities (page 9)

Part VII: Implementation Team Activities (page 12)

Part VHI: Centers of Excellence (page 13)

Part IX: TennCare EPSDT Monitoring Activities (page 14)

Part X: Department of Mental Health and Developmental Disabilities Monitoring
Activities (page 17)

Part Xt TennCare EPSDT Coordination Activities (page 19)

Part XII: EPSDT Evaluation Activities: TennCare Solutions Unit (page 20)




Part I: Quality Oversight: EPSDT Outreach and Screening
Activities

Each MCO is required to send a monthly report on EPSDT and to include in this report
their outreach activities for the month. Dr. Ken Okolo, Director of Quality Oversight, has
discussed possible solutions to increase compliance rates and EPSDT systems for
collecting program data for tracking and reporting all EPSDT activity. The importance of
training and educating providers and their office staff has been discussed. Managed
Care Organizations (MCOs) have been advised by Dr. Okolo to educate their providers
in EPSDT to include all the components necessary to complete a preventive screen visit.
During medical record reviews the Quality Oversight staff gives each provider and/or
office staff a video which describes the components of an EPSDT screen. The Quality
Oversight staff also gives the provider a copy of the age specific preventive screening
forms. These screening forms have been proven to increase documentation of
screening rates and all providers are encouraged to utilize these forms.

All health plans have made efforts to inform their enrollees regarding EPSDT benefits.
The efforts include:

Xantus Health Plan

Xantus Health Plan now has the ability to track each child and monitor the receipt of
required screening, diagnosis, and treatment. A newly developed EPSDT tracking
system is being utilized to assist case managers in the tracking and follow-up of
members not receiving EPSDT services. Medical providers whose assigned enrollees
do not have EPSDT services documented are identified and tracked. Contacts with
providers and gaps in performance are also tracked. Members/parents/guardians are
being notified regarding the need to make an appointment and receive EPSDT services.

TLC

Memphis Managed Care (TLC) has demonstrated extensive efforts at outreach to
improve their compliance rates. They expanded outreach efforts to include Disease
Management Specialist, Case Managers and attending physicians. TLC is considering
extra incentives for provider's office staff for appointments kept for preventive screening.
An automatic dialer for telephone outreach was investigated. TLC plans to develop a
notice to providers showing the financial impact of compliant EPSDT screenings.

OmniCare

Member Outreach and Marketing Representatives/Specialists are aggressively
contacting enrollees and providing care coordination services to facilitate access to care
for OmniCare Health Plan (OCHP) enrollees. The enhanced outreach efforts encourage
families to understand and participate in the program. OmniCare is currently working
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with LeBonheur's Comprehensive School Health Program to increase visibility in the City
School System to ensure referral information and assistance for screenings. OmniCare
Is currently working with Provider Services by having the Provider Service
Representatives to manually collect claims from primary care providers to review to
ensure accuracy of CPT coding of EPSDT services. Member Qutreach has updated the
EPSDT incentive flyer/posters in order to make them more effective for use in churches,
schools, Head-Start centers and etc. The revisions will enable the materials to be used
as EPSDT posters for enhanced visibility. Oral outreach methods now include face to
face informing of EPSDT services by Qutreach Specialists and providers, as well as
public service announcements and community awareness campaigns.

Victory Health Plan (VHP)

Victory Health Plan (VHP) has expanded their tracking mechanism for each member
under twenty-one (21) years of age and has generated individualized reports by
diagnosis and treatment. The evidence of mass mailings has shown outreach to all
enrollees and that outreach activities were consistent. VHP has implemented a tracking
system to notify providers and members of EPSDT benefits. VHP has offered new
monetary incentives to their members who receive their screens according to schedule.

John Deere

To improve oversight capabilities, John Deere has implemented a process to increase
the sample size for EPSDT medical reviews. In a ccllaborative effort with other MCOs,
John Deere is holding education health fairs for homeless shelter providers. Work has
started to provide data to regional health offices about delinquent EPSDT children. John
Deere continues to produce a large amount of marketing material in an effort to increase

screening rates.

BlueCare

BlueCare has developed a practitioner database with consumers under the age of 21 to
assist with EPSDT. BlueCare has generated a monthly list to identify members who are
past due for EPSDT services. Aiso, the case management department is including
scripted EPSDT screening evaluations when they contact consumers regarding the need
to make an appointment for EPSDT services. BlueCare continues the use of many
marketing strategies for outreach, i.e. health fairs, baby showers, brochures and new
member conference/workshop. BlueCare has collaborated with health departments for

member screenings.

Universal

Universal is developing an EPSDT tracking system. Evidence from joint Operations
Committee meetings showed provider education activities to improve delivery of EPSDT
services. Universal is implementing targeted PCP follow-up with letters identifying
children behind in receiving EPSDT check-ups.




Better Health Plan

A systematic process for contacting members by telephone and mail has been effective
in reaching more of the enrollee population. A process has been developed and
implemented to assist members in making appointments and reminding providers of
scheduled EPSDT appointments. Better Health Plan continues to use and expand the
EPSDT tracking system to generate a report on individual enrollees that details benefit
delivery. Better Health Plan's Medical Director and Director of Special Projects have
developed extensive educational materials to assis* providers in completing all elements
of a complete EPSDT visit.

Preferred Health Partnership

Marketing flyers/brochures, member handbooks and other material on various topics
including, but not limited to: well baby information, dental, vision and immunizations are
mailed to members on an on-going basis. Non-English literature is also provided to PHP
enrollees. PHP waorks coilaboratively with other MCQOs in EPSDT Outreach Health Fairs.
An EPSDT tool has been developed for the Credentialing Quality Review Coordination
to use when performing routine medical record reviews. This allows PHP to do
continuous random “quick” audits of provider charts during routine reviews.

TennCare EPSDT Provider Video

The EPSDT provider video is an educational tool that shows the components of a screen
and the CPT codes that a provider should use for billing. The video is approximately 16
minutes in length. Videos continue to be distributed to providers and health care
organizations. Approximately 350 videos were distributed to providers attending the
Tennessee Medical Association’'s Annual Workshop. Videos also continue to be
distributed to the Managed Care Organizations, to health care advocacy groups, and to
physicians’ offices who are visited by the TennCare Quality Oversight staff.




PART Il: HEALTH DEPARTMENT

A. Outreach and Screening Activities

EPSD&T screenings have now become a routine, regular component of all local health
department clinics statewide. The service includes- assessment of each eligible child'’s
need for a screening; education of the parent or guardian; outreach: and advocacy.
These services have been institutionalized within the county health departments.
Screenings are regularly offered to eligible children as they present for other health
department services such as immunizations and WIC.

EPSDT Screenings by Health Department Regions
July 2002 through December 2002

L: f July ] Aug 1 Sept | Oct | Nov [ Dec "Iotalj
| Metropolitan regions: 3 |
| Davidson Co. 157 T 88 T 55 T o3 T s T 53|
[HamionCo_ | 350 | 245 | 206 | 208 | 215 T 149 T 1376 |
| Knox Co, | 353 [ 326 | 383 | 3a3 | 263 | 2as | TS ]
["Madison Co. D N O T O T T O I T
Shelby Co. | 658 | 1062 | 523 490 399 | 688 | 3820 |
Sullivan Co. | 75 [ 18 | so LN R N T T T
Rural regions: ]
East f 317 ] 528 ] 389 ’ 343 | 220 f 195 | 1992 |
Tennessee | ! f L J | | !
Mid L 263 f 522 4 21 | 336 | 198 | 172 | 1752 P
[ Cumberland f | | t | ' ’
| Northeast | 580 | 748 5 429 177350 | 299 | 2808 1
| South Central 393 1 467 1 339 287 | 205 | 217 | 1908 |
’iouthcast | 244 341|220 253 | 127 | 138 1323 ]
Upper I 540 558 | 69 f 281 [ 212 ’ 173 ’ 2,133 T
Cumberland ! ! | | i ’
West | 1,233 1,267 , 954 ) 903 | T | s67 | 5657 |
Tennessee | ; J | | |
. _TOTALS | 5280 6,347 [ 4156 | 4,125 { 3,089 | 2924 | 25921 7‘

Qutreach and advocacy activities continue to be an important service offered by the
health departments. More emphasis is being been placed on referrals from other health
department programs. With the need to reach a greater number of adolescents, EPSDT
services have been linked closely with the Family Planning Program so that eligible
adolescent girls in clinic for family planning are routinely offered EPSDT screening. The
Children’s Special Services (CSS) staff assure that children with special needs being
provided CSS services are screened, by making referrals to Primary Care Physicians or
in the local health departments.

The staff of programs providing home visits to infants and children provide education
and assistance with scheduling appointments to the families they serve.
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As reported in the July 2002 Semi-Annual Report, a refusal code has been implemented
in the PTBMIS computer system used in all local and metropolitan heaith department
clinics. For all children on TennCare, an assessment is always made while the child is
present in clinic to determine if the child is due for an EPSDT screen according to the
periodicity schedule. If due a screen and the child is present, the child will be offered a
screen by the discipline that can do the screenings. If for any reason the screening
cannot be done that day, an appointment will be scheduled for a later date, either with
the local health department or with the primary care provider (PCP). If the parent or
guardian refuses either to have the screen that day or make an appointment at a later
date and the provider has made an effort to educate, encourage and assist the parent
with getting the needed screen, then the refusal code is documented on the encounter
form. During the six-month period of this report, 1,023 valid refusal codes were
documented.

The East Tennessee Regior continues to meet quarterly with representatives of the
MCO’s serving the regions (Blue Care, PHP and John Deere). These meetings have
greatly improved communication between the groups.

B. Health department success stories

The following stories are representative of those from all public health regions. (Names
have been changed.)

* Timothy was seen at the health department for a routine EPSDT. An unusual
sounding heart murmur resulted in referral to his PCP who diagnosed the child
as having mitral valve prolapse. Timothy is now under the care of a cardiologist.

= Children are routinely referred to a PCP for previously undiagnosed conditions
including: scoliosis, ear infections, vision problems, low hemoglobin, and
abnormal urinalysis.

= Health department staff located PCPs for many children who did not have one.

* Maria was referred to her PCP for follow-up of hematuria and proteinuria in her
urine specimen and failure to pass the hearing test. Maria was diagnosed with a
seizure disorder and started on Dilantin.

* Ibrahim was determined to be at risk for tuberculosis and given the PPD skin test
with positive results. Ibrahim’s PCP placed him on TB medications.

Part lll: Department of Children’s Services (DCS)

A. Screening Activities

During the last six months, DCS has continued its efforts to ensure that youth in custody
receive EPSDT screenings and that quality medical and mental health care is provided
to our youth. To these ends, DCS has participated in responding to the Special Master's




requested itemized assessment protocol (IAP) and in developing a work plan derived
from the needs identified in the IAP.

DCS continues to assure that children in custody receive their EPSDT screenings.
According to TnKids data for October (the latest data available), 97% of children in DCS
custody had been taken to their annual EPSDT examinations. In October, four regions
had a completion rate of 98% or above: Shelby, Knox, Upgper Cumberland, and South
Central. For the three past months with data available, all 12 regions had individual
completion rates greater than 92%. The percentage of children with EPSDT exams
completed within the first 30 days of entering custody was 75.26%. The statewide
percentage of children with dental exams was 87.18%.

B. DCS: Training Initiatives

Through our reform efforts, DCS undertakes yearly needs assessments. Last year's
needs assessment emphasized the need for DCS staff to have a clear understanding of
what it means to do their job well. The development of a practice model was undertaken
to provide this definition and this document is currently in draft form.

The draft DCS practice model contains many issues concerning general child welfare
practice, but includes specifically a chapter containing health care standards. A group of
health care stakeholders made up of the plaintiffs attorneys, representatives from
TennCare Consumer Advocacy, representatives from the Department of Health,
representatives from TennCare, representatives from Tennessee Department of Health,
representatives from Tennessee Commission on Children and Youth (TCCY), and
representatives from the Center of Excellence were invited to review the material, give
feedback privately and participate in a group discussion. Representatives from
TennCare Consumer Advocacy, TennCare, Department of Health, Center of Excellence,
and Department of Mental Health and Developmental Disabilities submitted feedback
through written communication or through group discussion. TCCY has requested to
remain involved in the process.

The practice model is currently going through revisions and will then be submitted for
final approval to the DCS management team. Once approved, it will be the basis for
renewed training efforts for field staff.

In addition to this major undertaking, DCS health unit staff continues to participate in
foster parent training and case management training. DCS heaith unit conferences were
held in September and December to bring to the field important information concerning
TennCare's new waiver, adoption assistance, TennCare appeals, and re-verification.

DCS and Advocare participated in a joint training session at the Tennessee Association
of Mental Health Organization’s annual meeting. The session focused on how service
levels in Advocare’s system and DCS’ system corresponded. The intent was to ease
some of the difficuities in communication.




C. DCS: Information Resources

DCS has also been actively participating in the new TennCare Information System
meetings to ensure that TennCare’s system will be able to assist DCS with EPSDT data
and health history information.

In addition DCS has begun designing changes to TnKids (DCS information system)
health care component. Approval for the project was received in November and
meetings for the re-design have begun.

PART IV: UT Study of Children at Risk for State Custody

This is a two-part contract designed to develop an updated response to Paragraph 73 of
the Consent Decree. Both parts are being conducted under contract with the UT
Children's Mental Health Services Research Center (CMHSRC).

The first part involves a study with a sample from rural and urban East Tennessee
Counties, while the second part includes a sample derived from Shelby County. The
Shelby effort was scheduled to run approximately 3 months behind East Tennessee due
to the development and start-up of the research infrastructure in Shelby County by
CMHSRC. The two parts will be merged by the CMHSRC, resulting in a single
combined study.

The study includes a sample of children believed to be at risk of state custody and their
families who have been referrad to Juvenile and family courts. The study will describe
the mental and behavioral heaith needs of children and families referred to juvenile and
family courts in Tennessee and the adequacy of the behavioral and mental health
services they receive. An important objective of the study is to determine whether
behavioral and mental health services provided through TennCare and other sources to
children at risk of state custody improve their mental health and reduce their risk of
entering state custody. As a part of this effort, the study is designed to identify
individual, family, and service factors that predict the improvements in children’s mental
health and placement in state custody.

The study has concluded baseline data collection on over 1200 children and their
caregivers and is now collecting follow-up data on this sample. The study will be
reported in three parts. Part | will describe the baseline data and retrospective portion of
the study. Part | will include the demographical characteristics of the sample, the level of
mental health and behavioral problems among the children in the sampie, and the
functioning of the children’s caregivers and families. Part Il will describe the follow-up
data and prospective portion of the study, including the mental health services received
by the children and families in the six-month period following the baseline interview and
the effect of those services on reducing the risk of state custody. Parts | and Il will be
submitted together in a single report by March 31, 2003. Part |1l will use encounter data
(which lags 3 months behind) provided by the Bureau of TennCare to describe the




specific behavioral and mental health services funded by TennCare that were provided
to these children and families. It will be submitted as an addendum to the first report.

Part V: Division of Mental Retardation Services (DMRS) EPSDT
Activities

While the Division of Mental Retardation Services does not provide any direct EPSD&T
services, the division encourages each family whose child receives Home and
Community Based waiver services to access screenings, diagnosis, and treatment
through the child’'s PCP. DMRS staff has used the EPSDT outreach materials and video
to familiarize Independent Support Coordinators for each child with the program so that
they can work more closely with the PCP to access needed medically necessary
treatment services. They have been given a list of the EPSDT coordinators for each
MCO when they experience concerns or have questions. Children who are now entering
the HCBS waiver are assigned to TennCare Select.

The Intake staff in each of the three regional offices has been informed about the
EPSDT program. The staff tells families of Tenncare eligible children who are
requesting services from the Division of Mental Retardation services about the EPSDT
program and how to access those services. While children are waiting for DMRS
services, the intake staff keeps families apprised of changes to TennCare and EPSDT.

Part VI: EPSDT Dental Activities

A. Public Health Department: Dental Screening Activities

In the spring of 2001 in an effort to improve access to dental services for low-income
Tennessee children, the Bureau of Health Services of the Tennessee Department of
Health (TDH) began a process to significantly expand its dental programs. Specifically,
clinical dental services were enhanced through one-time special needs grants to
counties for expansion and construction of dental clinics: preventive dental services
were greatly expanded through a contract with TennCare which funds the School Based
Dental Program; and services to remote areas without dental clinics were improved
through the purchase of mobile dental clinics.

Dental special needs grants were awarded to 22 counties. These one-time funds were
earmarked for renovation or upgrading existing dental facilities and for new dental
construction.  Projects have been completed in 12 of the 22 counties. They are:
Cannon, Cocke, Cumberland, Hamilton, Hawkins, Lincoln, Monroe, Polk, Putnam, Rhea,
Sumner, and Sevier. Those projects to be completed during the spring and fall of 2003
are Blount, Grundy, Hamblen, Lewis, Montgomery, Morgan, Shelby, and Washington.
Jefferson and Loudon Counties have not taken any action at this time on their projects.




School based dental prevention services have begun in all regions except Madison
County. Services are to begin there January, 2003.

Table 1 presents cumulative figures covering the six-month period from July 1,
2002 through December 31, 2002. During the first 6 months of the current fiscal
year, the following services were provided:

> 50,919 dental screenings were conducted in 179 schools and 185 non-
school sites;

> 15,586 children who exhibited obvious symptomatic or asymptomatic disease
were referred for dental care; representing 31 percent of those screened.

» 18,147 TennCare children received a comprehensive oral evaluation by a

licensed dentist;

19,273 children at high risk for dental caries had dental sealants applied to

90,839 teeth for an average of almost 5 teeth sealed per child.

55,448 children received oral health education programs at their school,

preschool, or non-school site by a public health dental hygierist.

N7
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TABLE 1. Preventive Dental Services Delivered July 1 Through December 31, 2002
Report Period: Jul-Dec 2 Region: Statewide
(Month) (Year)

f Number Number of Number

J of Non- Number of
Program ' Schools | School | of Teeth | Recipien

| | Sites | ts

Dental Screening po e e R
1. General 179 | 185 [ 7] 50919
2. Referred for Treatment PR ‘ ’ ool 15,586
Periodic Oral Evaluations | - ( e 18147

L(DOQOS) | 10 138 l Eodian] 18

LDental Sealants | 154 | 54 | 90,839 19,273

Staffing for the school based dental prevention projects has continued to improve.
Currently 78% of our 102 allotted positions are filled. This is up from 63% at this time

last year.

Mobile dental clinics: In an effort to improve access to dental services for high risk
children in under-served areas, the Bureau of Health Services of the Tennessee
Department of Health purchasec 3 mobile dental clinics last year. Two are in operation
(Mid-Cumberland and Northeast) and a third is to be delivered to West Tennessee in
May. These clinics offer comprehensive dental services to children at school sites.
From July through December 2002 the following services have been provided:

* 0683 patient visits

+ 2188 dental procedures performed at a dollar value of $92,927.
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Data Management: July 1, 2002 all regions began to submit data electronically. All
regions have received and are using their laptop computers to enter data onsite. As al|
sites began to use the Access program several problems with the program were
detected and corrected. Despite training and revisicns to the software program, several
regions are experiencing difficulties in entering and transmitting data. During January
and February 2003, the Bureau of Health Services of the Tennessee Department of
Health will be offering onsite training to bring these programs up to speed. Discussions
are under way with TennCare to share information concerning TennCare children
obtained through our school based dental prevention project. At this time, only
aggregate numbers of children treated are reported to TennCare. Once the Access data
is compiled and edited, the Bureau of Health Services of the Tennessee Department of
Health can report services provided to TennCare enrollees by individual child.

B. TennCare: Dental Carve-out

On October 1, 2002 implementation of the TennCare Dental Carve-Out began. Dental
services are now being provided statewide through one Dental Benefits Manager
contracted with the state on ar administrative services basis. Doral Dental of Tennessee
was awarded the contract based on a procurement process and bid evaluation.

Doral Dental of Tennessee is & subsidiary of Doral Dental USA, the largest administrator
of dental services for Medicaid programs in the country. Doral has similar statewide
contracts with lllinois and Kansas and had subcontracted with 6 of 10 TennCare MCOs
in the 5 years preceding the carve-out.

The state implemented the carve-out in the hopes of improving access to covered
services and to increase the level of compliance with the EPSDT Consent Decree.
Pursuant to the contract Doral must maintain an adequate dental provider network,
process and pay claims, provide member and outreach services, as well as achieve
certain benchmarks or performance objectives spelled out in the contract. Services
under the contract extend for 3 years. The state plans to make this an “at-risk” contract
after the initial 3-year contract period is up.

Having a single dental administrator has made the TennCare program much more
attractive and convenient for dentists. Dentists sign one provider agreement, they are
credentialed once, and they operate with one maximum allowable fee schedule.

In an effort to increase access and utilization of the dental program, particularly by
EPSDT children, the reimbursement level for dentists was increased. Participating
dentists are reimbursed at the lesser of billed charges or the 75" percentile of the fees
published by the American Dental Association (ADA) for the East South Central (ESC)

region in 1999.

On September 23, one week before the dental carve-out, the dental network consisted
of a total of 386 individual dentists to treat aver 629,000 TennCare children. By January
21, there were 618 individual credentialed dentists to treat almost 656,000 TennCare
children. This represents over a 60 percent increase in the dental provider network in the

first 4 months of the program.
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Information based on paid claims data derived from Doral's Business Intelligence
System (DBIS), revealed that at least 85,930 TennCare enroliees under age 21 received
dental treatment from October 1 through December 31, 2002. Because of a claims lag
this is an understatement of the actual number of unduplicated children enrollees who
visited the dentist.

Presentations, journal articles, newsletters, and press releases by the American Dental
Association, the Tennessee Dental Association, the Pan Tennessee Dental Association,
and the Bureau of TennCare have been effective in promoting the carve-out and in
encouraging dentists in Tennessee to participate in the program.

The TennCare Dental Advisory Committee, formerly known as the Children’s Oral Health
Planning Group, held its first official meeting on October 4, 2002 and has met on a
monthly schedule thereafter. The next scheduled meeting is Friday, February 7, 2003.
The Advisory Committee consists of 20 members who review and make
recommendations to Doral and TennCare concerning the dental program. This group
has offered assistance in the development of policies and ensures that information is
communicated to dentists across the state through their newsletters. At the group's
request, the Directors of the TennCare Program Integrity Unit and the TBI Medicaid
Fraud Control Unit have met with the committee to explain how best to monitor
utilization and service delivery to prevent fraud or abuse in the dental program.

Besides working with Doral Dental, organized dentistry and the private dental sector in
the financing and delivery of dantal care, the TennCare Bureau is also working closely
with the Department of Health's Oral Health Services section to provide statewide oral
disease prevention. It is anticipated that aver time these partnerships will result in
measurable improvements in children’s oral health in Tennessee.

Part VII: Implementation Team Activities

As noted in the July 2002 semi-annual report, the Implementation Team (IT) has
continued to received complex case referrals but the number of children entering
custody after referral has continued to decline.

The IT has been successful in assisting with facilitation of services by serving as liaison
between individuals and entities that might include BHO, family, advocates, schools, or
state agencies. The reasons for custody on the referred cases were child welfare and
juvenile justice oriented issues. Although there is no historical comparison data with
which to compare children’s rate of entering custody before and after the start of the
Implementation Team, there has been substantial change in the numbers of referred
cases that enter custody in the two years of the Implementation Team operation. These

changes are as follows:

e 20% entered custody between 6/00 and 6/01
« 13% entered custody between 6/01 and 6/02
» 7 2% entered custody for the entire 2002 year
¢« 6% entered custody between 7/01 and 12/31/02

12




The Implementation Team received 92 referrals between 7/01 and 12/31 and a total of
191 case referrals on 173 children for entire year of 2002. 18 children referred in 2002
were already in custody at time of referral and 13 children came into custody after
referral. However, the Implementation Team was able to facilitate the release of 6
children from custody in 200Z. In addition, the Implementation Team had 6 cases, 5 of
them complex dually diagnossd MR/MH/DD children, that were carried over from 2001.

Part VIlI: Centers of Excellence

The primary activity of the COE is to provide assessment/diagnostic, consultation and
referral services for children in or at risk of state custody. A significant aspect of these
services is the triage of phone calls to determine if the referral constitutes a need for
additional diagnostic/assessment services.

Operation of the Centers of Excellence (COEs) began in January with execution of the
first COE contract with Vanderbilt University. This COE is fully staffed, but as utilization
patterns emerge, there appears to be a need to re-configure the staff to offer more
psychological and social work services, and less psychiatric coverage. Since its
inception the Vanderbilt COE has seen a tatal of 187 children, including 113 between
July 1, 2002 and December 37, 2002. The COE has also triaged 182 calls, including 93
for July through December, and 130 cases were considered in Case Review.

The second COE, the Boling Center at the University of Tennessee in Memphis, became
operational on March 4, 2002. This COE is now fully staffed. During the reporting period
of July 1, 2002 through Decemrber 31, 2002 the COE at UT Boling received 108 triage
calls. From March 15 through December 31, 2002, the number of children seen for face-
to-face contacts was 61; this ircludes 36 children who were seen during the period
between 7/1/02 and 12/31/02. Face-to-face contacts usually involve muitiple
consultations with a multi-disciplinary team. The COE at Boling has completed 61 Care
Plans for the children who have been seen face-to-face since the inception of this COE.
In addition this COE has written 82 Care Plans (52 from 7/10/02) that were based upon
record reviews, conversations with case mangers and treatment providers, and team

staffings.

The contract with East Tennessee State University was executed, and this COE began
operation on August 1, 2002. By late October this COE was almost fully staffed with the
hiring of a social worker and child psychologist, in addition to an office manager and two
child and adolescent psychiatrists. Efforts to recruit a pediatrician continue. While
ETSU received 10 triage calls from August 1 through December 31, 2002, staff
completed two brief consults, 23 staffings, 6 psychiatric evaluations, one psychological
assessment and six medical management visits.

The Chattanooga COE at T. C. Thompson Children’s Hospital and a fifth COE, a
collaboration of the East Tennessee Children’s Hospital and Cherokee Health Systems,

remain in the contract development/proposal stage.

Another function of the COEs is to provide consultation via training to DCS and CSA
staff. Topics include basic interviewing skills, a review of common and complex
diagnostic categories and behavioral disorders, referrais and accessing services,
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During the last half of 2002, the Boling/UT COE presented 22 hours of training. In the
year 2002, the COE at Vanderbiit spent 136 hours on training activities. The COE at
ETSU presented to 180 DCS staff members during August 2002, and has distributed a
needs assessment survey for training to DCS offices. ETSU plans to initiate a Best
Practice Network (BPN) training with a meeting in January, 2003, and to offer training of
cognitive behavioral methods and use of a level of care utilization assessment tool.

The COEs also have responsibility for recording any service denials by the MCOs or
BHOs which involve children for whom they provide services, for reporting on any
disputes between the MCOs and BHOs related to COE cases, for reporting on the
adequacy of MCO and BHO networks, and for reporting on coordination problems in the
health care system as a whole as they affect children in custody or at risk of custody.
The operational COEs have provided detailed reports and have provided observations
of the health care system based upon the children they have assessed, provided
consultations for, or otherwise served.

The COEs have maintained regular schedules of on-site consultations and review of
cases with each DCS region within their catchment area. DCS administrators and field
staff have been very enthusiastic about the services provided by the COEs and have
been making appropriate use of the expertise of the COEs. COE leaders have
commented on the complex needs that these children exhibit.

The current data reporting system for COEs is under review. The format of reporting
data in the quarterly reports will be revised to include more detailed information and a
more standardized means of reporting data across COEs.

Two quarterly meeting of the COEs were held: on August 14, 2002, and again on
November 13, 2002. All five COEs were well represented. The Vanderbilt, ETSU and
UT Boling Center COEs provided information on start-up of services, the complexity of
cases they have encountered, the good reception they have had from DCS, and the
strengths and weaknesses of the health care system they have observed in working with

children with complex needs.

Part IX: EPSDT Monitoring Activities

A. TennCare: Provider network reviews

The Provider Network Compliance unit of TennCare performs a wide range of guarterly
and ad-hoc GeoAccess analyses. During these analyses, a specific analysis is
performed utilizing EPSDT providers. The Managed Care Organization must report a
provider as actively providing predetermined EPSDT and PCP functions in order for that
provider to be included as a participating EPSDT provider in the GeoAccess analysis.
The “TennCare Provider Enroliment File” contains a data field that must be populated
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with “yes” or "no” to indicate this provider is providing EPSDT services. This ensures that
no provider can be included n any analysis as a provider of EPSDT services unless the
Managed Care Organization has reported this information on the “TennCare Provider
Enroliment File”. These reports provide a view of the availability and accessibility to an
EPSDT provider. Each eligible TennCare enrollee under age 21 shouid have access to
an EPSDT provider as outlined under Primary Care in the “Terms and Conditions for
Access” section of the TennCare waiver.

Other analyses are performed to ensure EPSDT procedures may be available even
though a provider may not be specifically flagged as providing EPSDT services. These
analyses are Pediatric Providers, Vision Providers, and General Dental Providers and
are preformed quarterly as well. Currently, no deficiencies have been identified for
EPSDT, Dental or Vision providers for any Managed Care Organization.

B. TennCare/Office of Contract Development and Compliance(OCDC)

The Office of Contract Develecpment and Compliance (OCDC) submits the following
EPSDT monitoring activities for the period of July to December 2002.

l. POLICIES AND PROCEDURES

During this period, OCDC developed ten (10) new policies and procedures to
improve the monitoring and tracking of the Managed Care Corporations
(MCCs) implementation of the Revised John B. Consent Decree.

1. QUARTERLY MCC EPSDT COORDINATORS MEETING ISSUES

The Bureau of TennCare held a quarterly meeting of all EPSDT Coordinators
on October 7, 2002. A discussion arose about what questions EPSDT
enrollees were being asked by the transportation subcontractors when
requesting transportation services. OCDC requested each MCC's
transportation subcontractors’ script for review and analysis. Particular
attention was given regarding questions used to determine if an enrollee had
any special needs or transportation assistance issues (wheeichair; stretcher;
etc.); the need for travel, meals or lodging expenses; or if an attendant was
needed to accompany the enrollee. OCDC is currently (January 2003)
involved in the process of reviewing each MCCs subcontractor’s script and
anticipates completion of this task to include feedback to each MCC targeted

for February 15, 2003.

1. MEMBER HANDBOOKS AND ADDITIONAL MARKETING
MATERIALS

Member handbooks for distribution to EPSDT enrollees are reviewed on an
annual basis for EFSDT compliance by the Marketing Section of OCDC. See
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IV.

VI.

Attachment titled “Office of Contract Development and Compliance, EPSDT
Semi-Annual Report, July to December 2002°, Attachment A. During the
reporting period, the MCCs submitted revised member handbooks and
additional marketng materials for review and approval by the Marketing
Coordinator and were found to be in compliance.

QUARTERLY UP-TO-DATE LISTS OF SPECIALISTS

Per Paragraph 62. of the Revised John B. Consent Decree, each MCC is
required to provide each primary care provider participating in the EPSDT
program an up-to-date list of specialists to whom referrals may be made for
screens, laboratory tests, further diagnostic services and corrective
treatment.

During this period, all MCCs submitted proof of documentation to TennCare
of the updated list of specialists along with proof of timely mailing with the
exception of Universal Care of Tennessee.

PROVIDER MANUAL REVIEW

Per Paragraph 75. of the Revised John B. Consent Decree, TennCare shall
prohibit MCOs from imposing blanket restrictions or requirements on
transportation to EPSDT enrollee’s because of their age or lack of parental

accompaniment.

Per Paragraph 76. of the Revised John B. Consent Decree, TennCare or
their Contractors shall provide non-emergency transportation in accordance
with 42 U.S.C. Section 1396d(a)(25); 42 C.F.R. Section 440.170(a), 441.62;
State Medicaid Manual Section 5150. Transportation assistance includes
“related travel expenses,” cost of meals and lodging in route to and from care
and the cost of an attendant to accompany a child if necessary.

During this reporting period, OCDC reviewed a revision (June 2002 edition) to
the Provider Manual submitted by Tennessee Behavioral Health. OCDC
requested Tennessee Behavioral Health revise the transportation section
(Chapter 8) and to re-submit the manual to OCDC for final review and

approval.

EPSDT POLICY TOOL FOR TENNCARE MANAGED CARE
ORGANIZATIONS

OCDC recently received the 2003-draft proposal of the EPSDT Policy Toal
for TennCare Managed Care Organizations prepared by the Quality
Oversight Division of the Bureau of TennCare. Currently the proposal is
being reviewed by OCDC to ascertain if all requirements are being met.
Target date for review compiletion by OCDC is February 15, 2003.
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VI, EPSDT TRANSPORTATION REVIEW CHECKLIST

During late fall 2002, OCDGC developed an EPSDT Transportation Review
Checklist of the EPSDT transportation requirements pursuant to 42 U.S.C.
Sections 1396a (a)(43),1396d(a) and (r) and 42 CFR Part 441, Subpart B.
See “Attachment titled, “Office of Contract Development and Compliance,
EPSDT Semi-Annual Report, July to December 2002", Attachment B. The
checklist is intended to be a guide to assist OCDC staff when they are
reviewing MCC Member Handbooks, Provider Manuals, EPSDT Marketing
Materials, Transportation Policies and Procedures and Transportation Vendor
Subcontracts to ensure they contain the required language for compliance
with EPSDT.

VIIL. REVISION OF THE EPSDT TRANSPORTATION ASSISTANCE
PROVISION

OCDC recently revised the EPSDT Transportation Assistance provision and
continues to work with the Office of Generali Counsel (OGC) — Bureau of
TennCare, the State of Tennessee Attorney General's Office and the
Department of Health and Human Services Centers for Medicare and
Medicaid Services to obtain approval of the revised policy.

LIQUIDATED DAMAGES ASSESSED

Per Paragraph 101. of the Revised John B. Consent Decree, TennCare will review
appeals filed under the TennCare Program to determine whether deficiencies or
repeated violations necessitate financial penalties upon managed care contractors,
which have inappropriately denied EPSDT services to children.

During this period, liquidated damages were assessed for EPSDT enrollee cases. tis
important to note that only one sanction was assessed which reflects better compliance
on behalf of the MCCs. The enroliees are receiving the services for which they

appealed.

Part X: Department of Mental Health and Developmental
Disabilities Monitoring

A. BHO Monitoring

In addition to EPSDT screening for youth in DCS custody done through TennCare Select
by DCS, the BHOs perform eva.uations and offer services to those children with
potential mental health needs. The attached report, “Monitoring of BHO Provided
Services for DCS Children, October 2002,” describes the services provided to children
and adolescents in DCS custody between July 1, 2000 and March 31, 2002. See




Altached report, “Monitoring of BHO Provided Services for DCS Children, October
2002". Note that the report does not necessarily represent services received in a DCS
Level 3 or Level 4 facility, much of which is administered directly by DCS. As described
in the report, of the 12,813 children in DCS custody between October 1, 2001 and March
31,2002, 62% of the children assessed as SED received one or more mental health
screens and 26% of the non-priority children received assessments. In addition, 33% of
the children in custody during that period received some form of mental health case
management service. These percentages are expected to increase over time as the
BHO and DCS work to ensure that all priority children in DCS custody are offered mental
health case management.

B. Mental Health: TennCare Partners Quality Assurance

TennCare has a contract with the Tennessee Department of Mental Health and
Developmental Disabilities (TDMHDD) which gives TDMHDD responsibility for certain
aspects of monitoring of the quality of mental health and substance abuse services
offered through the TennCare Partners Program. Oversight for the program consists of
the following:

« Review of access and quality of care standards:

» Use of established mental health service indicators and monitors;

* Monthly review of provider networks:

s Yearly consumer and provider satisfaction surveys; and

e Monthly review of appeals and directives

BHO access and quality of care standards are contractually prescribed. Each of the
BHOs has its own Quality Moritoring Plan (QMP), which is written into the contract
between that BHO and TDMHDD. Oversight of the established standards is monitored
on an on-going basis by the TDMHDD Office of Managed Care, by the TDMHDD Office
of the Medical Director, who monitors the best practice guidelines and by the Bureau of
TennCare's Quality Oversight unit, which is responsible for overall monitaring of EPSDT

and case management services.

C. Review of Access and Quality of Care Standards

The July 2002 Best Practice Guidelines: Behavioral Health Services for Children and
Adolescents details the current standards and practices recommended by the TDMHDD
Office of the Medical Director. See Attachment titled, “Best Practice Guidelines,
Behavioral Health Services For Children and Adolescents, Department of Mental Health
and Developmental Disabilities, July 2002".

Every quarter, the TDMHDD Office of Managed Care delivers a report on service
utilization and monitoring of the BHOs to the Bureau of TennCare. The children and
adolescent sections of the Progress Report for FY2002 includes demographic
information on TennCare eligibles (such as race, age group and regional dispersion) and
detailed service utilization for tre child and adolescent population served by TennCare
Partners, both priority (SED and SPMI) and non-priority. See Attachment titled,
“Progress Report on the TennCare Partners Program: Children and Youth, Fiscal Year
20027). In addition, it includes a trend analysis of rates of TennCare Partners services
for children and adolescents from July 1999 through July 2002, with projections for
FY2003. As can be seen from both the rate for total children served and that for the
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SED priority population, TennCare Partners continues to increase service to children
and adolescents with mental health needs. Note, too, that these rates reflect only those
services received through the Partners Program and not any additional mental health
services received through TennCare MCO medical providers. In other words, the total
rate of mental-health related service through TennCare for children and adolescents is
most likely understated in these charts.

D. Monthly review of provider networks

TDMHDD monitors the BHO provider network monthly to ensure that the provider
networks comply with the contractually mandated geographic standards. Network
access is trended over time, and any changes or potential problems with access are
discussed with the TennCare Bureau and the BHOs. The “Children and Youth Provider
Network, October-December 2002” Attachment includes geoaccess maps showing the
location of the BHOs' contractad providers for mental health services for children and
adolescents and the areas of the state in which those providers may not be accessible.
Please note that, although several maps appear to show areas of deficiency, those
areas, all of which are in outlying counties with very low service utilization, have been
determined to be acceptably covered by the BHOs per community standards on distance
and by agreed upon contingency and/or substitute providers.

E. Yearly Consumer and Provider Satisfaction Surveys

The BHOs conducted bath of the abave surveys in late 2002. We expect the results of
the Consumer Satisfaction Survey to be available no later than March 1, 2003, and the
results of the Provider Satisfaction Survey to be available no later than April 1, 2003.

F. Monthly Review of Appeals and Directives

The Office of Managed Care has developed a system to menitor appeals and directives
related to services provided by the BHOs and DCS, through which we hope to be able to
identify and trend systemic issues. Beginning in February 2003, the Office of Managed
Care will distribute a monthly report outlining the trends and identifying any recurring
problems. The report will be distributed to the appropriate individuals at TDMHDD and
the Bureau of TennCare. Note that this report is meant to be a supplement to the work
already done by Schaller-Anderson of Tennessee on monitoring appeals and directives,
details for which can be found in Part X! of this document.
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Part XI: TennCare EPSDT Coordination Activities

A. The Children’s Health Initiative(CHI)

The Children's Health Initiative ended on December 31, 2002. For a full report of the
activities of the Children’s Health Initiative, See Attachment titled, “Tennessee Caring for
Kids, A Report from the Children’s Health Initiative, 2002".

B. TennCare EPSDT workgroup

This group, which is chaired by Dr. Conrad Shackleford, continues to meet regularly to
serve as a forum for exchange of EPSDT information among MCOs, as well as
TennCare, the Department of Health, the Children’s Health Initiative, and TNAAP, the
EQRO, DHS, DCS, and the BHO. Representatives from the various managed care
companies are afforded the cpportunity to share EPSDT outreach strategies. The
meetings also provide a forum to discuss common issues and to learn new/updated
information.

Recent meetings have included an in-depth review of EPSDT coding, the seven (7)
components of an EPSDT screening, and chlamydia screenings for females. Other
meetings have focused on educational campaigns for EPSDT outreach.

C. Tennessee Academy of American Pediatrics(TNAAP)

For a full repert on the activities of the Tennessee Academy of American Pediatrics,
pursuant to its contract with TennCare, See Attachment titled, “Tennessee Chapter of
the American Academy of Pediatrics (TNAAP), John B. Progress Report, August 1, 2002

to January 31, 2003”.

Part XII: TennCare Solutions Unit: Semiannual Review of
Appeals "

The TennCare Solutions Unit (TSU) is the appeal resolution unit for TennCare. During
the six months covered by this report, the unit has continued to undergo significant
positive changes. These chances are intended to create better efficiencies, produce
more informative data and better support the unit in its medical decisions regarding
appeals. The enhanced file tracking system has enabled the TSU to locate files more
efficiently regardless of whether the file is open or closed.

TSU works closely with Schaller-Anderson of Tennessee, Inc. (SAT), the contractor
responsible for assisting with all medical appeals, and with internal units such as the
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Office of General Counsel and the Office of Contract Development and Compliance in
carrying out its activities.

A. TSU-identified EPSDT issues

The following issues are the major EPSDT issues identified by the TSU during this six-
month period.

1. Implementation of Dental Carve-out: TennCare implemented a dental carve-out
effective October 1, 2002. To better process dental appeals, the TSU has identified
one individual as the primary responsible person to identify trends and systemic
issues for these appeals. The TSU, in conjunction with Schaller Anderson Medical
professionals and the TennCare Dental Director, have worked very closely with this
new contractor to educate on the appeals process and the quality of the response to
the enrollee.

Disproportionate number of pharmacy appeals related to two drugs: Zyrtec and
Claritin products. These two items continued to account for over 50% of all EPSDT
pharmacy appeals. SAT medical and pharmacy staff have shared information on the
top 10 pharmacy medications appealed for children with the Tennessee Pharmacy
Association as well as with all of the plans in an attempt to address changes to the
formulary and prior authorization process where needed. The overwhelming
percentage of the top ten medications appealed for (for children), continues to be for
medication to address respiratory ailments.

N

3. Better coordination for children in state custody: The TSU has instituted
processes to strengthen the relationship between the TSU and the advocacy group
for children in state custody. The two groups, along with a DCS representative are
now holding regularly scheduled meetings to discuss individual appealed cases and
their resolution. In addition, Schaller-Anderson medical staff conducted training for
the TSU on the different levels of placement and terminology used by both the BHO
and DCS staff to enable better resolution of appeals.

B. Summary of reports
The Schaller-Anderson reports attached provide data on EPSDT related appeals activity
during the second six months of 2002 and are specific to type of appeal, appeal totals

per plan and in the aggregate.

1. Overall EPSDT Appeals by Month
Details the number of appeals in the aggregate for each of the 6 months.

2. EPSDT Area of Appeals
Details the types of appeals by volume. Pharmacy represents the largest type of

appeal as is also true for adults. Prolaw has identified MCO Change Appeals as
the second largest type followed by reimbursement and billing appeals.
Pharmacy, MCC Change and Reimbursement and Billing appeals represent 92%
of all appeals received. This is virtually the same percentage as the first half of
the year. DCS and the BHO received less than 2% of all appeals respectively.
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An analysis of the BHO and DCS appeatls reveal that the majority of the BHO
appeals for children are being filed as expedited (212 expedited as opposed to
only 36 standard) while the DCS appeals are evenly split between expedited and
standard (155 expedited and 254 standard). A further review of the appeals
identifies the greatest number of BHO appeals were for residential treatment
(84), and outpatient access (85) representing 169 of the total 248 appeals or
68%. A review of the DCS appeals identifies the greatest number of appeals
were for Residential treatment levels (level 2 = 60, level 3 = 35, step down = 19)
or 36.8%.

EPSDT appeals per 1,000 TennCare Enrollees by MCO

Details the number of appeals by plan per 1,000 enrollees for each of the six
months. Universal Healthcare continued to represent a disproportionate number
of appeals both for medical and pharmacy services as well as for MCO change
appeals. All of the East Tennessee plans experienced higher than normal
numbers of appeals, primarily due to the block transfers of TennCare Select
enrollees to these plans.

Top 10 EPSDT Medications

Details the number of appeals by drug (in the aggregate). The majority of the top
10 drugs appealed for are for allergy/respiratory related diagnoses. This report
has been shared with zll TennCare plans, and SAT continues to work with them
in an attempt to address modifications to their formularies and/or prior
authorization processes. Zyrtec and Claritin products represent more than 50%
of all EPSD&T related pharmacy appeals.

EPSDT Enroliment by MCO by Region

Details the age under 21 (EPSDT) enrollment percentages for each plan across
the state (not appeals). As is expected, the plans with the highest overall
enrollment also had the highest percentage of children (BlueCare and TennCare

Select).

EPSD&T Appeal types

Details numbers of EPSDT appeals segregated by type; Pharmacy, Standard
and Expedited. The designation of expedited is determined by the enrollee and is
continuing to rise. The percentage of expedited appeals represented 41.7% of all

non-pharmacy appeals.

EPSDT Appeals per 1,000 by Month by Region

Details the number of appeals by region of the state. The report is also laid out
so that the grand regions of the state are grouped together from West to East.
This chart further verifies the increase in appeals caused by requests for MCO
change in both East Tennessee following the block transfers, and in middle
Tennessee as a result of the continued problems with Universal.
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EPSDT Semi-Annual Appeals —July to December
2002
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Chart 5.
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Chart 7.

EPSDT Appeals per K by Month by Region
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Member Handbooks- Medicajid and Standard
Reviewed by: Jena Napier, Marketing Coordinator
ForEPSDT- July 01, 2002 to December 31,2002
Office of Contract Dcvelopmmt and Ccmpuancc

i

| MCO Name Document | Date Received | Date Approved | Remﬁ
' Better Health | Medicaid M=mber | 11/06/02 01/13/03 | Yes ]
| Handbook ! J { '
| Better Health | Standard Member | 11/06/02 | 01/13/03 | Yes [
! Handbock ‘ ! ‘ {
| BlueCare | Medicaid Member f 10/01/02 | 12/05/02 | Yes ]
. I Handbock 4 ] | |
' B lueCare \ Standard Member ’ 10/01/02 12/09/02 | Yes i
Handbook | g |
Dom | Dental Medicaid Member OW ‘ 09/27:02 1[ Yes \\;
' Handbook | 4

fm Standard Member | 11/08/07 12/03/02 [ Ves
! Handbook ) i

! John Deere ! Medicaid Member | 11/04/02 I 12/13/02 J‘ Yes
| | Handbook | i ,
! John Deere | Standard Member | 11/12/02 | 12/13/02 | Yes ]
! | Handbook | | |
| OmniCare Medicaid Member ( 10/04/02 / 12/13/02 | Yes '
| l Handbook i ‘I J
| OmniCare ; Standard Member | 106/04/02 ‘ 2/13/02 / Yes /

| ! Handbook [

PHP | Medicaid Member | 09/17/02 ! 01/13/03 [ Yes T
l ‘ Handbook | | .
PHP ’ Standard Member ; 09/17/02 ( 01/22/C3 / Yes I
/ | Handbook ) ‘ [ ]
{ TennCare Select Medicaid Member | 11/20/02 12/13/02  Yes '
f I Handbook / l ’
: TennCare Select J Standard Member F} I 12/13/02 | Yes ]
! | Handbook j |
| TLC I Medicaid Member ; 10/24/02 " ok [ Yes ;
f | Handbook | J ! 1

TLC 1 Standard Member “ 10/24/02 R Yes T

! Handbook ‘ i
| Universal Care ' Medicaid Member P 11/21/02 ‘ 12/27/02 i Yes 7
| f Handbook | ‘ ‘
| Universal Care ’ Standard Member | 11/21/02 | 12/27/02 ’ Yes il
L | Handbook | |
| VHP I Medicaid Member { 11/G1/02 12/13/02 Jf Yes
| Handbook r ‘ i
VHP I Standard Member | 11/01/02 12/13/02 f Yes
f Handbook l ‘ ]
| Xantus | Medicaid Member { 11/12/02 | 01/07/03 }' Yes ’
! Handbook | ,‘ |

Xantus Standard Member J’ 11/14/02 I 01/13/03 j Yes —j

| Handbook |

¥EEEE = Files are stlll outstanding and revisions have been quuested

to the new wavier which

The Bureau of TennCare requested each MCO to submit two handbooks due
became effective July 1,2002. One handbook is a Medicaid Member Handbook and the other i 15 a Standard

Member Handbook.




Additional Marketing Materials on EPSDT
Reviewed by: Jena Napier, Marketing Coordinator
For EPSDT- July 01, 2002 to December 31, 2002
Office of Contract Deve lopment and Compliance

{ MCO Name | Document | Date Received { Date Approved | Revisions i
| Better Health | EPSDT Flyer | 07/03/02 [ 07:30/02 | Yes N
| BlueCare EPSDT-"Keep [ 10/17/02 11/01/02 | No |
Your Chylld ‘ 1 I ,
| Healthy” Brochure | | )
,‘ BlueCare EPSDT-“Did You | 10,2302 ‘ 11/06/02 | No ﬁ
Forget?” Postcard | f
5 "EPSDT- ~ oSz 112002 | No f
’ Envelopes ! j f |
BlueCare , EPSDT- Poster 06/21/02 I 07/08.02 No j
Contest
hr Deere | EPSDT- Postcard To 22/02 | 11/12/02 | Yes .
OmmCare | EPSDT- Letter and | 08/14/02 09/09/02 | Yes |
f t Form ! | A_J
FnCare Select | EPSDT- “Keep 10/17/02 / 11701702 o |
’ Your Child
| Healthy” Brochure [ f )
TennCare Select | EPSDT-"Did You | 10/23/02 | 11/06/02 J No 7
’Forget? "Postcard | ' [
| TennCare Select | EPSDT Envelopes | 11/05/02 | 11:20/02 | No ]
MTennCare Select " EPSDT- Poster i 06/21/02 ’ 07/08/02 f No I
! Contest v i ]
TLC | EPSDT- Poster | 09/05/02 | 08/28/02 | Yes |
TLC EPSDT- Past Due | 09/30/02 10/21/02 ( Yes 7
/ Preventive Service " ' l[
Visits !
lTLC !EPSDT- Brochure i 11/06/02 | 12/06/02 | Yes j
, ! tor ages 10-14 , | f ]I
| TLC Winter Newsletter | 10/28/02 | 11/13/02 | Mo |
to include EPSDT J [ -
TLC | Beeper Incentive | 10/23/02 J 11/05/02 No II'
| for EPSDT | | | i
' TLC ’ EPSDT- Rap ' 10/01/02 )‘ 12/17:02 | Yes !
Jingle ! f : f
' Umwersal Care Phone Campaign I 11/15/02 f 11/22:02 )z No ,
on EPSDT |
VHP "EPSDT- Member 0867702 ; 097107 | Yes |
' l Letter ’ i
VHP f EPSDT-Follow | 10/03/02 i 10/30/02 Ve J
i Up Letter I ! |
iL&nms | EPSDT Qutreach f 07/29/02 [ 08/28/0Z [ Yes ]




STATE OF TENNESSEE
BUREAU OF TENNCARE
DEPARTMENT OF FINANCE AND ADMINISTRATION
729 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501

OFFICE OF CONTRACT DEVELOPMENT
AND COMPLIANCE

EPSDT SEMI-ANNUAL REPORT

JULY TO DECEMBER 2002

ATTACHMENT B.




Bureant of TennCare
Offce of Contract Development & Compliance

EPSDT TRANSPORTATION REVIEW CHECKLIST

—

Name of MCC:

Name of OCDC Reviewer:

Date of Review:

Title of Document Reviewed:

Date of Document:

INTRODUCTION:

This EPSDT Transportation Review Checklist is intended to be a guide and 1s not all
inclusive. It 1s an attempt to ensure that MCC Member Handbooks, Provider Manuals,
EPSDT Marketing Matenals. Transportation Policies and Procedures. and Transportation
Vendor Subcontracts contain the required language for transportation.

Definition of EPSDT:

EPSDT Services (Early Periodic Screening, Diagnosis and Treatment) of Individuals
under age 21 made pursuant to 42 U.S.C. Sections 1396a (a)(43), 1396d(a) and (r) and
42 CFR Part 441, Subpart B to ascertain children’s individual (or individualized/or an
individual basis) physical and mental defects, and providing treatment to correct or
ameliorate defects and physical and mental illnesses and conditions discovered by the
screening services, whether or not such services are covered.

DISCLAIMER: This checklist form is not intended to be all inclusive for all
situations. Rather, it is a guide.




Reference Documents:

No N/A
D John B. Consent Decree:

Yes
1

Section Page

L

Paragraph 74. The defendants shall ensure that the MCOs meet their
responsibilities to provide non-emergency transportation services
under Daniels v. Wadley, No.79-3107-NA-CV (M.D.Tenn.).

Yes No N/A
E:] D D MCO Contract Provision: Section 2-3.a.1.

Section Page

As necessary for enrollees lacking accessible transportation for
covered services.

The travel to access pnimary care and dental services must meet the
requirements ot the waiver terms and conditions. The availability of
specialty services as related to travel distance should meet the usual
and customary standards for the community. However, in the event
the MCO i1s unable to negotiate such an arrangement for an enrollee,
transportation must be provided regardless of whether or not the
enrollee has access to transportation. If the enrollee 1s a child,
transportation must be provided for the child and an accompanying
adult. However, transportation for a child shall not be denied pursuant
to any policy which poses a blanket restriction due to enrollee’s age or lack
of parental accompaniment.

Screening, diagnostic and follow-up treatment
| services as medically necessary 1 accordance
with federal regulations as described in 42 CFR
Part 441, Subpart B, and the Omnibus Budget
Reconciliation Act of 1989 for enroliees under
21. Screens shall be in accordance with the
periodicity schedule set forth in the latest
“American Academy of Pediatrics
Recommendations For Preventive Pediatric
Health Care” and all components of the screens
must be consistent with the latest “Amernican
Academy of Pediatrics Recommendations For
Preventive Pediatric Health Care”. Tools to be
used for screenings shall be consistent with the
EPSDT Screening Guidelines as descrnibed m
Attachment VII of the Agreement. EPSDT
services also include maintenance services which
are services which have been determined to be

EPSDT Services for enrollees |
under age 21 in accordance with
federal regulations as described in |
42 CFR Part 441, Subpart B, and [
the Ommnibus Budget |

Reconciliation Act of 1989.

DISCLAIMER: This checklist form is not intended to be all inclusive for all situations.

Rather, it is a guide.




effective In  preventing or mitigating he
worsering of an individual's conditions or
.2| preventing the development of additional health
| problems. worsening  of  an  individual’s
conditions or preventing the development of
addiuonal health problems.

Yes No N/A
J O O

Section Page Section 2-3.u.

2-3.u. Early Periodic Screening, Diagnosis and Treatment
(EPSDT)

The CONTRACTOR must have written policies and
procedures for an EPSDT program that includes coordinating
services with other TennCare providers, providing all
medically necessary Title XIX services to all eligible
individuals under the age of twenty-one (21) regardless of
whether the service is included in the Medicaid State Plan, as
well as outreach and education.

Yes No N/A
I:-I D D Section 2-3.u.7.(a)(3)

Section Page The MCO must have a mechanism for notifying families when
EPSDT screens are due. This mechanism must include an
offer of transportation and scheduling assistance.

BHO Contract Provision: Section 2.6.8.

Yes No N/A

I .

Section Page 2.6.8.1.4 Transportation and scheduling assistance.

Transportation assistance for a child includes related travel
expenses, the cost of meals, and lodging in route to and from
care, the cost ot an attendant to accompany a child 1f necessary.

DISCLAIMER: This checklist form is not intended to be all inclusive for all situations. -
Rather, it is a guide.




Yes No N/A
J d O

Section Page

Yes No N/A

a O O

Section Page

Yes No N/A

2 a O

Section Page

Yes No N/A

I N

Section Page

2.6.8.5 The Contractor shall offer transportation and
scheduling assistance to all children under age 21 reterred for a
mental health or substance abuse assessmert.

2.6.8.6. In the event that the child’s parent or legal guardian is
unable to accompany the child to the examination, the
Contractor shall require providers to contact the child’s parent
or legal guardian to discuss the findings and inform the parent
or legal guardian of any other necessary health care, diagnostic
services, treatment or other measures recommended for the
child, or notify the BHO to contact the family with the results.

John B. Consent Decree:

Paragraph 75. The defendants shall prohibit MCOs from

imposing blanket restrictions or requirements on transportation
to plaintiff class members because of their age or lack of
parental accompaniment. -

MCO Contract Provision: Section 2-3.u.1.(b)(9)

2-3.u.1.(b) (9). Transportation assistance for a child

includes related travel expenses, cost of meals, and
lodging in route to and from care, and the cost of an attendant
to accompany a child if necessary. Blanket restrictions may
not be imposed when determining coverage for transportation
services. Each determination shall be based c¢n individualized
circumstances  for each case by the CONTRACTOR and
documented by the CONTRACTOR and/or the transportation
vendor.

The requirement to provide the cost of meals shall not be
interpreted to mean that an enrollee and/or an attendant can
request meals while in transport to and from care. Rather, this
provision 1s intended for use when an enrollee has to be
transported to a major health facility for services and care
cannot be completed in one day thereby requiring an overnight
stay.

DISCLAIMER: This checklist form is not intended to be all inclusive for all situations.
Rather, it is a guide.




Yes No N/A

g O O

Section Page

Original Draft: 11/02
Last Revision: 12/09/02

The CONTRACTOR shall offer transportation and scheduling
assistance to all children under age 21 referred for an
assessment that do not have access to transportation. This may
be accomplished through various means of communication to
enrollees, including but not limited to, member handbooks,
EPSDT outreach notification, etc.

An EPSDT enrollee may be considered for transportation if
such enrollee has written permission from the treating
physician and custodial parent(s). Circumstances that may
permit the CONTRATOR and/or its transportation vendor to
refuse the transportation request would be as follows.

(i) The EPSDT enrollee is under the age of eighteen (18)
and does not have an attendant.

(ii) The EPSDT enrollee has an attendant, but the attendant
18 not a parent or legal guardian and cannot legally sign
for the enrollee or stepchild. Some foster or stepparents
do not have legal authority to sign for medical care for
foster or step children. The CONTRACTOR and
transportation vendors must be aware of this and must
ask these questions when scheduling transport.

(i)  The enrollee or attendant according to a reasonable
person’s standards has to be noticeably indisposed
[disorderly conduct, intoxicated, armed (firearms),
possession of illegal drugs, knives and/or other
weapons], and in any other condition that may affect
the safety of the driver or persons being transported.

John B. Consent Decree:

Paragraph 76. The defendants or their contractors shall
provide non-emergency transportation in accordance with 42
U.S.C. Section 1396d (a) (25); 42 C.F.R. Section 440.170(a),
441.62; State Medicaid Manual Section 5150. Transportation
assistance includes “related travel expenses,” cost of meals and
lodging in route to and from care and the cost of an attendant to
accompany a child if necessary.

DISCLAIMER: This checklist form is not intended to be all inclusive for all situations.
Rather, it is a guide.
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IDMHDD GUIDELINE

Attention-Deficit/Hyperactivity Disorder
Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children
between five and twelve years of age with “typical” ADHD in the primary care office. Material
herein was prepared by Jerry Heston, M.D., University of Tennessee College of Medicine, based
on current understanding of the disorder and coordinated with recommendations from
professional organizations, primarily the American Academy of Pediatrics and the American
Academy of Chuld and Adolescent Psychiatry. The goal of the protocol is to tmprove the care of
children with this disorder. It is not intended to dictate treatment decisions but to provide
practitioners, especially those in primary care, with information and support as they care for
children with ADHD. Complex cases, cases with significant comorbidity or presentations outside
the “typical” age range are beyond the scope of this protocol. Nonetheless, the protocol may
serve as a base for modifications in these complicated cases.

These guidelines are not intended to define or serve as a standard of medical care.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the service
recipient, if he or she has the capacity to give it, or from an otherwise legally authorized representative.

Capacity to give informed consent

Clinicians should consider whether the service recipient, if age sixteen or over, is capable of
giving informed consent, prior to rendering services, and if applicable, determine who is legally
authorized to make decisions about the service recipient’s care.

New provisions in Tennessee’s mental health law, T.C.A. Title 33, will perriut a provider of
speciiled health care services to accept the decision of a swrrogate, 1n lieu of a service recipient,
where the recipient has no guardian or conservator. When these provisions become effective by
promulgation of implementing rules, acceptance of surrogate decision making will not be
mandatory, and will be applicable only when the service recipient is reasonably determined to
lack capacity to make treatment decisions because of mental retardation or developmental
disability.'

New Title 33 provisions will also require inpatient mental health service providers to maintain
treatment review committees for service recipients admitted to inpatient facilities who lack
capacity to make treatment decisions. The committee process will not, however, override the
decision of the recipient’s guardian or conservator.

I Tennessee Code Annotated § 33-3-218 through 220

2. Tennessee Code Annctated § 33-6-107 et. seq.




TDMHDD Guideline
ADD/ADHD
In a Child Between Five and Twelve Years Old Who Presents With Chief
Complaint(s) of:
School problems Over active: fidgety restless
Can’t stay in seat Easily distracted
Difficulty taking turns Blurts out answers
Can’t follow instructions Disruptive behavior
Difficulty completing tasks Talks excessively
Interrupts, intrudes on others Acts without thinking
Accident-prone Poor self esteem
Difficulty being calm “Someone thinks he has ADHD”

Consider ADHD By Using DSM IV Criteria:

CHECK ALL THAT APPLY:
Atleast 6 of the following symptoms of inattention have been present for at least 6 months to a degree that

is maladaptive and inconsistent with developmental level:

often fails to give close attention to details or makes careless mistakes in schoolwork
often has difficulty in sustaining attention in tasks or play activities
often does not seem to listen when spoken to directly
often does not follow through on instructions and fails to finish schoolwork or
chores (not due to oppositional behavior or failure to understand instructions)
often has difficulty organizing tasks and activities
often avoids, dislikes or is reluctant to engage in tasks that require sustained
mental effort (ex: schoolwork, homework)
often loses things necessary for tasks or activities (toys, assignments, pencils, books)
15 often easily distracted by environmental stimuli
is often forgetful in daily activities

OR
At least 6 of the following symptoms of hyperactivity and impulsivity have been present for at least 6

months fo a degree that is maladaptive and inconsistent with developmental level:

often fidgets with hands or feet or squirms in seat

often leaves seat in classroom or in other situations in which remaining seated is expected
often runs about or climbs excessively in situations in which it is inappropriate

often has difficulty playing or engaging in leisure activities quietly

1s often “on the go™ or often acts as if “driven by a motor”

often talks excessively

often blurts out answers before questions have been completed

often has difficulty waiting turn

often interrupts or intrudes on others (butts into conversations or games)

|
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some hyperactive, impulsive or inattentive symptoms that caused impairment were present
before age 7 years

AND
some 1mpairment from the symptoms is present in two or more settings (ex: school and home)
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AND
there 1s clear evidence of clinically significant impairment in social, academic or occupational
functioning ‘

AND
the symptoms do not occur only in the course of a pervasive developmental disorder, a psychotic
disorder, and/or are not better accounted for by a physiological condition, or by another mental
disorder (i.e, Mood Disorder, Anxiety Disorder, Dissociative Disorder, or Personality Disorder)

Confirm Diagnosis Of ADHD With Direct Information From Parents And Teachers Or
Other Caregivers:

Request completion of ADHD-specific rating scales (ex.: Abbreviated Conners Scale) by parents
and teachers.

Review school-based multidisciplinary evaluations or other school reports and assessments.

Evaluate Presence Of Comorbid Conditions And Differential Diagnoses:

Learning Disabilities may exist where there is irregular achievement in school or when academic
functioning is less than might be expected based on service recipient’s overall intellect. In about
30% of cases of ADHD, there is an existing learning disability, but it should also be noted that
learning disability can often mimic ADHD, especially inattentive type. Refer for psycho-
educational testing to confirm.

Oppositional Defiant Disorder and Conduct Disorder may co-occur with ADHD in about 30% of

_service recipients. Hallmarks include high levels of defiance or other severely disruptive behavior

beyond overactivity and poor attention skills. Consider consultation or referral to mental health care
provider for diagnosis and treatment.

Anxiety Disorders with prominent worries, fears and tension may coexist with ADHD. The
restlessness and fidgetiness of Anxiety Disorders may resemble ADHD and should be considered in
the differential diagnosis. Consider consultation or referral to mental health care provider.

Depressive Disorders may coexist with ADHD, especially in service recipients who have
experienced numerous failures or other stresses and have developed depressive thought patterns that
begin to influence their outlooks. Some of these children may respond to support and experiencing
success Instead of failure. Others may require consultation or referral to mental health care provider.
Depression is often seen in adolescents with ADHD who may not have been diagnosed and treated
properly as younger children so that they have attributed their difficulties to bad behavior or other
self problems rather than to a treatable condition. Some of these teens have turned to substance
abuse as a means of self-medicating or as a means to a social group. Assessment of substance
use/abuse should be included when considering adolescents with ADHD.

Various social stressors including adjustment problems, family disruption or physical and sexual
abuse can both coexist and resemble the symptoms of ADHD. A careful and complete social history
should be completed. Referral to mental health care providers or other agencies may be needed.
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Discuss Treatment Options With Service recipient And Family:

Treatment should be multi-dimensional and include education, counseling, classroom/school
modifications and medication depending on the specific needs of each individual child and family.

The child and parents should be educated about the diagnosis and encouraged to understand that this
condition represents a challenge to overcome, not an “excuse” for misbehavior. Strengths and
relative weaknesses should be identified. The variations in the presentation and the course of the
disorder should be reviewed. Encouraging parents to become advocates for their child and
informing them of their options is a part of education that may be done in the primary care office.

MEDICATION THERAPY:

Plan A:
Stimulant medications, either methylphenidate (Ritalin) or amphetamine (Dexedrine, Adderall), are

first line medications in the treatment of ADHD. Discuss the indications, possible side effects
(decreased appetite, sleep disturbance, headaches, moodiness) and an overall treatment plan with the
parents. If consent is obtained begin treatment with low doses of stimulant medication in two to
three daily divided doses, each about three to four hours apart (ex: 8AM, 12 N, 4PM).

Based on response and side effects, the dose can be adjusted fairly rapidly, once a week, to a
maximum of 2mg/kg/day or 60mg/day of methylphenidate or Img/kg/day or 60mg/day of an
amphetamine preparation. Most children with ADHD require doses less than the maximum. Lack
of response to near maximum doses indicates a need to review the diagnosis and/or consideration of

another medication.

Periodic follow up by phone calls and/or office visits should address response, compliance, side
effects and overall functioning. Information for school staff is very useful in monitoring response to

medications.

If a good response to first line stimulant is documented, changing to a long acting preparation of the
same stimulant may be indicated for convenience and improved compliance.

Consideration should be given to “medication holidays™(periods off medication). The indications
for these are debatable. However, in consideration of parental desires, the severity of service
recipient symptoms (e.g., Is family life disrupted by symptoms? Is peer interaction compromised?)
and the activities in which the child participates (example: summer vacation may not be a good time
for a medication holiday for a child who is taking classes in summer school) medication-free periods
may be desirable. Some knowledge about continued need for medication may be gamed dunng

these periods.

If poor response is seen to first line stimulant, go to Plan B.
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Plan B:
Lack of response to one stimulant does not indicate poor response to other stimulant medications.

Therefore, start treatment with a second stimulant medication (amphetamine, if methylphenidate
used In Plan A or vice versa). Methods of dosing and monitoring follow up are as in Plan A.

If poor response is seen, consider Plan C.

Plan C:
Consider treatment with pemoline (Cylert) a third available stimulant. Because of rare, fatal liver

toxicity some clinicians may elect to bypass this step. Because of a longer half-life, once a day
dosing 1s possible. Doses begin at 18.75 mg and may be increased in two to three weeks depending
on response and side effects. Due to the longer half-life, response may take one to two weeks to
occur. Frequent laboratory monitoring of hepatic enzymes (every two to three weeks) can be
problematic and limits this option. :

Plan D is considered by clinicians that opt against Plan C or for service recipients that do not
respond to pemoline.

Plan D:
Tricyclic antidepressant medications have been shown to be useful in children with ADHD. Due to

side effects, high overdose toxicity and poorer response rates than stimulants, these medications are-
thought of as third and fourth line medication interventions. Imipramine (Tofranil) is recommended.
Due to possibly higher cardiac effects, desipramine (Norpramin) is not recommended. Pretreatment
screening should include family history of cardiac arrhythmias, physical exam, general laboratory
screens and an EKG. Side effects (sedation, increased appetite, tremors, and cardiovascular
symptoms) are discussed with the service recipient and family. Dosing is started at 25 mg/day in
once daily dosing.

The dose is gradually increased based on response and side effects. It may take one to two weeks to
observe a clinical response, so dose should not be increased more frequently than weekly. Doses
above 2-3mg/kg/day are associated with increased adverse events. Doses higher than this ment
reconsideration of the diagnosis and consultation with specialists.

Response, including reports for school staff, should be monitored along with occurrence of side
effects and overall functioning. EKG should be monitored throughout treatment, especially at
increased doses.

Adjunct Therapies:

Various forms of counseling may be the major intervention for mild cases of ADHD. Behavioral
therapy can be used to modify behavior using behavioral plans which target specific behavior,
outline rewards and address how the plan is to be modified after success. Family therapy can be
used to change family interactional patterns that may cause dysfunction and IMprove comrmunication
and other family functions to encourage the child with ADHD to rely upon his strengths. Parent
training has been proven to be a very effective treatment for children with ADHD, especially when
combined with appropriate medications, and parent support groups are an mmportant adjunct to
treatment. Various forms of individual counseling may be indicated for children with problems
coping or other co-morbid conditions (e.g. social skills training). While general behavicral therapy
may be done in the primary care office, other, more formal counseling and therapy, should be
referred to a mental health care provider.

5
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Consider Referral To Specialist In Developmental Pediatrics Or Child Psychiatry:

Using these guidelines it is estimated that about 90% of children with ADHD will show significant
response in the primary care setting (in conjunction with educational and counseling interventions).
Lack of response to these interventions indicates need for re-evaluation and possible referral to a
specialist in developmental pediatrics or child psychiatry.
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Anxiety Disorders in Children and Adolescents

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children
and adolescents with anxiety disorders in primary care and behavioral health treatment settings.
These guidelines are based on the following source material:

Practice parameters for the assessment and treatment of children and adolescents with
anxiety disorders. ] Am Acad Child Adolesc Psychiatry 1997 Oct;36(10 Suppl):69S-84S

The user may wish to refer to the source material for complete text, annotations, and references.

The goal of this protocol is to improve the care of children/adolescents with anxiety disorders and
aid practitioners in diagnosis and treatment selection.

These guidelines are not intended to define or serve as a standard of medical care.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the
service recipient, if he or she has the capacity to give it, or from an otherwise legally authorized

representative.
Capacity to give informed consent

Clinicians should consider whether the service recipient, if age sixteen or over, is capable of
giving informed consent, prior to rendering services, and, if applicable, determine who is legally
authorized to make decisions about the service recipient’s care.

New provisions in Tennessee’s mental health law, T.C.A. Title 33, will permit a provider of
specifled health care services to accept the decision of a surrogate, in lieu of a service recipient,
where the recipient has no guardian or conservator. When these provisions become effective by
promulgation of implementing rules, acceptance of surrogate decision making will not be
mandatory, and will be applicable only when the service recipient is reasonably determined to
lack capacxty to make treatment decisions because of mental retardation or developmental

disability. '

New Title 33 provisions will also require inpatient mental health service providers to maintain
treatment review committees for service recipients admitted to inpatient facilities who lack
capacity to make treatment decisions. The commmee process will not, however, over-ride the
decision of the recipient’s guardian or conservator. *

1. Tennessee Code Annotated § 33-3-218 through 220

2. Tennessee Code Annotated § 33-6-107 et. seq.
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Differential Diagnosis

Hypoglycemic episodes Mood disorders

Hyperthyroidism . ADHD

Cardiac arrhythmias Substance abuse disorders

Caffeinism Eating disorders

Pheochromocytoma Schizophrenia

Seizure disorders Medication reaction: antihistamines,
Migraine antiasthmatics, sympathomimetics,

CNS disorders- delirium, brain tumor  steroids, halopendol, pimozide, SSRIs,
Personality disorders antipsychotics, OTC’s (diet pills, cold meds., etc.)

Pervasive developmental disorders

DSM-1V Criteria

Generalized Anxiety Disorder

Al

Excessive anxiety and worry (apprehensive expectation), occurring more days than not
for at least 6 months, about a number of events or activities (such as work or school
performance).

The person finds it difficult to control the worry.

The anxiety and worry are associated with three (or more) of the following six symptoms
(with at least some symptoms present for more days than not for the past 6 months).
Note: Only one item is required in children.

restlessness or feeling keyed up or on edge

being easily fatigued

difficulty concentrating or mind going blank

irritability

muscle tension

sleep disturbance (difficulty falling or staying asleep, or restless unsatisfying
sleep)

The focus of the anxiety and worry is not confined to features of an Axis | disorder, e g,
the anxiety or worry is not about having a Panic Artack (as in Panic Disorder), being
embarrassed in public (as in Social Phobia), being contaminated (as in Obsessive-
Compulsive Disorder), being away from home or close relatives (as in Separation
Anxiety Disorder), gaining weight (as in Anorexia Nervosa), having multiple physical
complaints (as in Somatization Disorder), or having a serious illness (as in
Hypochondriasis), and the anxiety and worry do not occur exclusively during
Posttraumatic Stress Disorder.

The anxiety, worry, or physical symptoms cause clinically significant distress or
Impairment 1n social, occupational, or other important areas of functioning.

The disturbance is not due to the direct physiological effects of a substance (e.g., a drug
of abuse, a medication) or a general medical condition (e.g., hyperthyroidism) and does
not occur exclusively during a Mood Disorder, a Psychotic Disorder, or a Pervasive
Developmental Disorder.
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W)

i

o Social Phobia

N

A. A marked and persistent fear of one or more social or performance situations in which the
person is exposed to unfamiliar people or to possible scrutiny by others. The individual fears
that he or she will act in a way (or show anxiety symptoms) that will be humiliating or
embarrassing. Note: In children, there must be evidence of the capacity for age-appropriate
social relationships with familiar people and the anxiety must occur in peer settings, not just
in interactions with adults.

= B. Exposure to the feared social situation almost invariably provokes anxiety, which may take

i the form of a situationally bound or situationally predisposed Panic Attack. Note: In

’ children, the anxiety may be expressed by crying, tantrums, freezing, or shrinking from social

situations with unfamiliar people.

The person recognizes that the fear is excessive or unreasonable. Note: In children, this

feature may be absent.

D. The feared social or performance situations are avoided or else are endured with intense

anxiety or distress.

E. The avoidance, anxious anticipation, or distress in the feared social or performance

situation(s) interferes significantly with the person’s normal routine, occupational (academic)

functioning, or social activities or relationships, or there is marked distress about having the
phobia.

F. In individuals under age 18 years, the duration is at least 6 months.

The fear or avoidance is not due to the direct physiological effects of a substance (e.g., a drug

of abuse, a medication) or a general medical condition and 1s not better accounted for by

another mental disorder (e.g., Panic Disorder With or Without Agoraphobia, Separation

Anxiety Disorder, Body Dysmorphic Disorder, a Pervasive Developmental Disorder, or

Schizoid Personality Disorder). :

H. 1If a general medical condition or another mental disorder is present, the fear in Criterion A is

unrelated to it, e.g., the fear is not of Stuttering, trembling in Parkinson's disease, or

extubiting abnormal eating behavior in Anorexia Nervosa or Bulimia Nervosa.

—; )
@]
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Panic Disorder

A. A discrete period of intense fear or discomfort, in which four (or more) of the following
symptoms developed abruptly and reached a peak within 10 minutes:

palpitations, pounding heart, or accelerated heart rate
sweating

trembling or shaking

sensations of shortness of breath or smothering

feeling of choking

chest pain or discomfort

nausea or abdominal distress

feeling dizzy, unsteady, lightheaded, or faint
derealization (feelings of unreality) or depersonalization (being detached from oneself)
10. fear of losing control or going crazy

1. fear of dying

12. paresthesias (numbness or tingling sensations)

13. chills or hot flushes

000 OB L
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B. At least one of the attacks has been followed by 1 month (or more) of one (or more) of the
following:
1. persistent concern about having additional attacks;
2. worry about the implications of the attack or its consequences (e.g., losing control,
having a heart attack, "going crazy");
a significant change in behavior related to the attacks

i

TR Gk D i
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C. The Panic Attacks are not due to the direct physiological effects of a substance (e.g., adrug
of abuse, a medication) or a general medical condition (e.g., hyperthyroidism).

Raiivia

D. The Panic Attacks are not better accounted for by another mental disorder, such as Social
Phobia (e.g., occurring on exposure to feared social situations), Specific Phobia (e.g, on
exposure to a specific phobic situation), Obsessive-Compulsive Disorder (e.g., on exposure to
dirt in someone with an obsession about contamination), Posttraumatic Stress Disorder (e.g.,
in response to stimuli associated with a severe stressor), or Separation Anxiety Disorder (e.g.,
in response to being away from home or close relatives).

ba s

Obsessive-Compulsive Disorder

A. Either obsessions or compulsions:

Obsessions as defined by (1), (2), (3), and (4):

I recurrent and persistent thoughts, impulses, or images that are experienced, at some time
during the disturbance, as intrusive and inappropriate and that cause marked anxiety or
distress

2. the thoughts, impulses, or images are not simply excessive worries about real-life
problems

3. the person attempts to ignore or suppress such thoughts, impulses, or images, or to
neutralize them with some other thought or action

4. the person recognizes that the obsessional thoughts, impulses, or images are a product of
his or her own mind (not imposed from without as in thought insertion)

Compulsions as defined by (1) and (2):

I, repetitive behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., praying,
counting, repeating words silently) that the person feels driven to perform in response to
an obsession, or according to rules that must be applied rigidly
the behaviors or mental acts are aimed at preventing or reducing distress or preventing
some dreaded event or situation; however, these behaviors or mental acts either are not
connected in a realistic way with what they are designed to neutralize or prevent or are
clearly excessive
B. At some point during the course of the disorder, the person has recognized that the obsessions

or compulsions are excessive or unreasonable. Note: This does not apply to children.

C. The obsessions or compulsions cause marked distress, are time consuming (take more than 1
hour a day), or significantly interfere with the person's normal routine, occupational (or
academic) functioning, or usual social activities or relationships.

D. If another Axis I disorder is present, the content of the obsessions or compulsions is not
restricted to it (e.g., preoccupation with food in the presence of an Eating Disorder; hair
pulling in the presence of Trichotillomania: concern with appearance in the presence of Body
Dysmorphic Disorder; preoccupation with drugs in the presence of a Substance Use Disorder;
preoccupation with having a serious illness in the presence of Hypochondnasis;
preoccupation with sexual urges or fantasies in the presence of a Paraphilia; or guilty
ruminations in the presence of Major Depressive Disorder).
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E. The disturbance is not due to the direct physiological effects of a substance (e.g., adrug of
abuse, a medication) or a general medical condition.

Posttraumatic stress disorder- (see full guideline in this manual for additional information)

A. The person has been exposed to a traumatic event in which both of the following were

present:
1.

B. Thetra
1.

the person experienced, witnessed, or was confronted with an event or events that
involved actual or threatened death or serious injury, or a threat to the physical
integrity of self or others

the person's response involved intense fear, helplessness, or horror. Note: In
chuldren, this may be expressed instead by disorganized or agitated behavior
umnatic event 1s persistently reexperienced in one (or more) of the following ways:
recurrent and intrusive distressing recollections of the event, including images,
thoughts, or perceptions. Note: In young children, repetitive play may occur in
which themes or aspects of the trauma are expressed.

recurrent distressing dreams of the event. Note: In children, there may be
frightening dreamns without recognizable content.

acting or feeling as if the traumatic event were recurring (includes a sense of
reliving the experience, illusions, hallucinations, and dissociative flashback
episodes, including those that occur on awakening or when intoxicated).

Note: [n young children, trauma-specific reenactment may occur.

intense psychological distress at exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event

physiological reactivity on exposure to internal or external cues that symbolize or
resemble an aspect of the traumatic event

C. Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by three (or more) of the
tollowing:

I.
2.

Ny s

efforts to avoid thoughts, feelings, or conversations associated with the trauma
efforts to avoid activities, places, or people that arouse recollections of the
trauma

inability to recall an important aspect of the trauma

markedly diminished interest or participation in significant activities

feeling of detachment or estrangement from others

restricted range of affect (e.g,, unable to have loving feelings)

sense of a foreshortened future (e.g., does not expect to have a career, marriage,
children, or a normal life span)

D. Persistent symptoms of increased arousal (not present before the trauma), as indicated by
two (or more) of the following:

.-;\‘UJNM

5.

difficulty falling or staying asleep
irritability or outbursts of anger
difficulty concentrating
hypervigilance

exaggerated startle response

E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than | month.
F. The disturbance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

11
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Other phobias

A. Marked and persistent fear that is excessive or unreasonable, cued by the presence or
anticipation of a specific object or situation (e.g., flying, heights, animals, receiving an
injection, seeing blood).

B. Exposure to the phobic stimulus almost invariably provokes an immediate anxiety
response, which may take the form of a situationally bound or situationally predisposed
Panic Attack. Note: In children, the anxiety may be expressed by crying, tantrums,
freezing, or clinging.

C. The person recognizes that the fear is excessive or unreasonable. Note: In children, this
feature may be absent.

D. The phobic situation(s) is avoided or else is endured with intense anxiety or distress. K

E. The avoidance, anxious anticipation, or distress in the feared situation(s) interferes
significantly with the person's normal routine, occupational (or academic) functioning, or
social activities or relationships, or there is marked distress about having the phobia. .

F. In individuals under age 18 years, the duration is at least 6 months.

G. The anxiety, Panic Attacks, or phobic avoidance associated with the specific object or
situation are not better accounted for by another mental disorder, such as Obsessive- ~
Compulsive Disorder (e.g., fear of dirt in someone with an obsession about
contamination), Posttraumatic Stress Disorder (e.g., avoidance of stimuli associated with
a severe stressor), Separation Anxiety Disorder (e.g., avoidance of school), Social Phobia
(e.g., avoidance of social situations because of fear of embarrassment), Panic Disorder
With Agoraphobia, or Agoraphobia Without History of Panic Disorder.

Separation anxiety

O I A L -

A. Developmentally inappropriate and excessive anxiety concerning separation from home
or from those to whom the individual is attached, as evidenced by three (or more) of the
following:

1. recurrent excessive distress when separation from home or major attachment
figures occurs or 1s anticipated

2. persistent and excessive worry about losing, or about possible harm befalling,
major attachment figures

3. persistent and excessive worry that an untoward event will lead to separation
from a major attachment figure (e.g., getting lost or being kidnapped)

4. persistent reluctance or refusal to go to school or elsewhere because of fear of

separation
persistently and excessively fearful or reluctant to be alone or without major
attachment figures at home or without significant adults in other settings
6. persistent reluctance or refusal to go to sleep without being near a major
attachment figure or to sleep away from home

7. repeated nightmares involving the theme of separation

8. repeated complaints of physical symptoms (such as headaches, stomachaches,
nausea, or vomiting) when separation from major attachment figures occurs or is
anticipated

The duration of the disturbance is at least 4 weeks.

The onset is before age 18 years.

The disturbance causes clinically significant distress or impairment in social, academic

(occupational), or other important areas of functioning.

o .2 = k1.
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E. The disturbance does not oceur exclusively during the course of a Pervasive
Developmental Disorder, Schizophrenia, or other Psychotic Disorder and, in adolescents
and adults, is not better accounted for by Panic Disorder with Agoraphobia.

Therapy

Behavioral therapy targets the service recipient’s overt behavior and emphasizes treatment within
the context of family and school instead of focusing on the etiology of the behavior.

Cognitive-behavioral treatment integrates a behavioral approach with an emphasis on changing
the cognitions associated with the service recipient’s anxiety.

Psychodynamic psychotherapy derives from child psychoanalysis and includes a greater
participation of the parents/caregivers and a more explicit use of active support, practical
guidance, and environmental interventions. Therapy directed to fears and anxieties underlying
the disorder is often an appropriate component of treatment.

Parent-child interventions may include helping parents/caregivers encourage children/adolescents
to face new situations rather than withdrawing, refraining from excessive criticism and
Intrusiveness, responding to children’s needs, and encouraging children to engage in activities
despite anxuety. Infant-parent psychotherapy is recommended where there are attachment
problems.

Family therapy is also used to disrupt the dysfunctional family interactional patterns that promote
family insecurity and to support areas of family competence.

Psychoeducation is important in the treatment of panic disorder.

Pharmacological Treatment

Pharmacotherapy should never be used as the sole intervention. Pharmacotherapy should be
used only as an adjunct to behavioral or psychotherapeutic interventions. Selection of the
appropriate medication is primarily based on comorbid conditions if they exist. Fora
chuld/adolescent with ADHD or enuresis, a tricyclic antidepressant is the drug of choice. A child
with comorbid obsessive-compulsive disorder would benefit the most from an SSRI. Side effect
profile should also be considered when selecting medication therapy.

Benzodiazepines are often used on a short-term basis, and in the case of severe anxiety,
benzodiazepines may be used in conjunction with an SSRI or TCA for several weeks until the

antidepressant begins to show beneficial effects.

Treatment Steps

1. Determine onset and development of symptoms and the context in which the Symptoms occur
and are maintained.
a. Is anxety stimulus specific, spontaneous, or anticipatory?
b. Is avoidant behavior present?
¢. Do comorbid symptoms exist?
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-

[§.]

Explore service recipient’'s developmental history including temperament, ability to soothe
self or be soothed, quality of attachment, adaptability, stranger and separation responses, and
childhood fears.
Obtain medical history, medication history, school history, social history, and family history.
I[nterview service recipient and conduct a mental status exam.
Conduct family assessment and evaluate parent-child relationship.
Refer for 1Q, psychological, learning disability, and speech and language testing if indicated.
Establish diagnosis
a. Consider physical conditions that may mimic anxiety disorders.
. Screen for psychiatric disorders that may be comorbid with or misdiagnosed as anxiety
disorders.
c¢. Consider that more than one anxiety disorder may be present.
8. Education of parents and other significant persons about symptoms, clinical course, treatment
options, and prognosis.
9. Consult and collaborate with school personnel.
10. Begin behavioral or psychotherapy depending on the diagnosis.
a. separation anxiety disorder
- behavioral program involving child/adolescent, parents, school personnel,
and other appropriate persons
- family interventions including family therapy, parent-child interventions, and
parental guidance
- psychotherapy including cognitive-behavioral therapy and psychodynamic
psychotherapy
b. other anxiety disorders
- psychotherapy including cognitive-behavioral and behavioral therapy
techmiques
- psychodynamic psychotherapy
- family interventions
c. social phobia
- cognitive-behavioral therapy and behavioral therapy
- individual or group psychotherapy
- famuly intervention
d. other phobias
- behavioral and cogrutive-behavioral therapy
- complicated cases may require individual and group psychotherapy
e. panic disorder
- cognitive-behavioral therapy
- individual psychodynamic, group, or family psychotherapies
f.  obsessive-compulsive disorder
- cognitive-behavioral therapy
- therapist-assisted exposure and response prevention
posttraumatic stress disorder (see also, guideline for PTSD, p. 45)
- cognitive-behavioral therapy
- exposure therapy
- family therapy
- discussion groups or peer counseling groups
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I1. Begin pharmacotherapy depending on the diagnosis and severity.

separation anxiety disorder- in severe cases use a benzodiazepine +/- TCA* or SSRI
other anxiety disorders- in severe cases use a benzodiazepine +/- TCA* or SSRI
social phobia- SSRI

other phobias- pharmacotherapy rarely used

panic disorder- SSRI or TCA +/- benzodiazepine

obsessive-compulsive disorder- SSRI or clomipramine

posttraumatic stress disorder- antidepressant of choice

SR O N =

*Trazodone is often effective in these cases.

15
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Bipolar Disorder in Children and Adolescents
Introduction

The guideline presented here is designed to assist in the evaluation and treatment of children and
adolescents with bipolar disorder symptoms in primary care and behavioral treatment settings.
Portions of this guideline are adapted from the following sources:

Practice parameters for the assessment and treatment of children, adolescents with bipolar
disorder. J Am Acad Child Adolesc Psychiatry 1997 Oct;36(10 Suppl):157S-177S [120
references]

Treatment algorithms incorporated within this guideline were developed by Catherine
Fuchs, M.D., Vanderbilt University Medical Center.

The user may wish to refer to the source material for complete text, annotations, and references.

The goal of this protocol is to improve the care of children/adolescents with bipolar disorder and
aid practitioners in the difficult task of diagnosis and then choosing the correct treatment for each
individual child.

These guidelines are not intended to define or serve as a standard of medical care. Many
children and adolescents have comorbid psychiatric disorders, and it is necessary to
consider each case individually.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the
service recipient, if he or she has the capacity to give it, or from an otherwise legally authorized
representative.

Capacity to give informed consent

Clinicians should consider whether the service recipient, if age sixteen or over, 1s capable of
@ving informed consent, prior to rendering services, and if applicable, determine who is legally
authonzed to make decisions about the service recipient’s care.

New provisions in Tennessee’s mental health law, T.C.A. Title 33, will permut a provider of
specified health care services to accept the decision of a surrogate, 1n lieu of a service recipient,
where the recipient has no guardian or conservator. When these provisions become effective by
promulgation of implementing rules, acceptance of surrogate decision making will not be
mandatory, and will be applicable only when the service recipient is reasonably determined to
lack capacity to make treatment decisions because of mental retardation or developmental
disability.'

New Title 33 provisions will also require inpatient mental health service providers to maintain
treatment review commuttees for service recipients admitted to inpatient facilities who lack
capacity to make treatment decisions. The committee process will not, however, over-ride the
decision of the recipient’s guardian or conservator.’

i Tennessee Code Annotated § 33-3-218 through 220

2. Tennessee Code Annotated § 33-6-107 et. seq.

16
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Differential Diagnosis

Agitated Depression Organic affective disorders
ADD/ADHD or Conduct Disorder Schizophrenia
Schizoaffective disorder Posttraumatic stress disorder
Neurological disorders Metabolic conditions

Substance-Induced Mood Disorder
DSM-IV Criteria

A diagnosis of bipolar disorder 1s made when the required DSM-IV target symptoms for
mania/mixed state are present, etther currently or by history, and other disorders, such as
schizophrenia or organic affective disturbances, have been adequately ruled out. Once the
diagnosis has been established, it should be reassessed longitudinally to ensure accuracy.

Specify Subtypes according to DSM IV (Bipolar I, Bipolar I, or Cyclothymic Disorder).
Additionally specify early onset 1f first occurrence is prior to age 18, and very early onset if first
occurrence 1s prior to age 13.

Specify Course of illness. Seasonal pattern is specified if major depression occurs consistently

at a particular time of year. Rapid cycling is specified if there are at least 4 episodes of mood
disturbance over a 1 2-month period. Rapid cycling is more common in children and adolescents.

Bipolar Affective Disorder in Children & Adolescents

Critena in DSMIV
for adults is used in
Child and Adolescent
Psychiatry (Appendix A)* }

[

[ [ ]
Early Onset Subtypes ‘ r Very Early Onset
‘ Prorto |8 years of ape (Appendix B)* j ! Prior to 13 years of age
L
I
f [ [ L ‘
i Bipolarl I { Bipolar (I ’ L Cyclothymic Disorder J

]

— - ' Course Specifiers ] - -

i

—
|

[ 1

Seasonal pantem: 1 : Rapid cycling: at least
major depression occurs ‘ four episodes of a mood

consistently ata i disturbance overa 12 month
particular tume of year ! period (more common in C&A) 1

Exclusion criteria Appendix C*

*Appendices A, B and C refer to DSMIV
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Evaluation

Diagnostic Assessment:

»  Premorbid history

*  History of present illness

s Family history and dynamics
*  School information

o Consultation and collaboration with other mental health and/or social service
providers as necessary.

Past medical history

Assessment of suicide nisk

Rule out other disorders and determine if necessary to hospitalize

»  Neuropsychological functioning
e Substance-induced mood or symptoms
»  Physical evaluation of the child to rule out organic conditions

Identify other pertinent issues that will require ongoing treatment (family dysfunction,

school difficulties, comorbid disorders).

18
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Assessment of Manic Symptoms

B MAINIA ]

Ehysical Evaluation )

I
| |

Clinical Findings Symptomatic
of Medical Presentation
Illness
[as indicated l
|
Lab Evaluation Neurolmaging , Obtain Longitudinal]
History !
Including Treatment
Response

O

ST
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N |

Developmental Issues

| ____ W

Reckless behavior constrained by:

l
[ ]

Developmental Stage Social Boundaries

R

|___B]

May limit symptoms to |
typical childhood
behavior problems

N

| B

B

- School Failure

- Fighting

- Dangerous Play

- Inappropriate sexualized activity

B

B .

Diagnostic Issues

i

[ Evaluate Current & Past History for: !
I
f [ 1
Symptomatic Presentation }| [ Treatment Response } { Psychosocial Stressors

[

Consider Cross-cultural Issues ] R

|

i
Obtain Longitudinal History
with fluctuations of course &
response o treatment due to

confusion with co-morbid disorders.

[

Diagnosis of BPAD should be considered
for any youth with marked deterioration in
function associated with either mood or
psychotic symptoms.

.
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Presentations in Mania !
f w
{ Mocd Changes & 1[ Mood Changes y
LPsychomoLor Agitation |
I ]
| | [ I ) 1 I [ 1 ]
| (Adult) || (Child) || (Adolescenn) J' (Adult) (Child) | (Adolescent)
, Persistent l ] Labile & Erratic f l Labile with mixed ’ Euphona Irritability i | Severe deterioration [
‘* [ f manic and depressive | | & Belligerence j in behavior ]
‘ ]
L i j l sympoms | | , J | l
Long Term Treatment Plan
Educational and supportive services for the l
: family
| Periodic reassessments to ensure accuracy of Educational and vocational services |
diagnosis & plan | l
Appropniate psychotherapy Case management, as indicated for chronically W ’
disabled individuals |
Psychoeducational services for the service Residential services when indicated l
recipient and family :
Medication Therapy l

Pharmacotherapy by Symptom Presentations

Pharmacotherapy — Primary Pharmacotherapy—Secondar)j

Maintenance Dosage for 18

months l

Atypical Antipsychotics W

Symptom Type

. S)

f In remission

individual or in combination
(Avoid Antidepressants)
Depakote or Tegretol

B
|

Mixed State If psychotic features - Atypical

Antipsychotics

|
Rapid Cycling ’ Depakote or Tegretol
D
| T
|

i
| Depression Depakote, Lithium, or If Persistent Depression -
j Tegretol Antidepressants as adjunct only
' due to risk of inducing mania or
| rapid cycling

Mania Lithium ~ Predicators of poor | If Partial response - Depakote or

response — psychosis, mixed
state, comorbid behavior
disorder or substance abuse

Tegretol

Mania (Agitated)

Use above with
Benzodizapines for acute

If partial response — agitated
psychotic, neuroleptics for acute
phase

phase
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ECT

The use of ECT for persons under eighteen vears of age requires strict adherence to procedural
safeguards set forth in T.C.A. Title 33, Chapter 8, part 3. Indications and important considerations
regarding the use of ECT in children are otherwise discussed fully in the complete AACAP
practice Parameter, cited above. A careful reading of both the statute and the practice parameter
is necessary to any consideration of this intervention.

Other Treatment Modalities to be considered

Psvchosocial therapy

Support, education, and behavioral and cognitive skills training to address the specific deficits of
persons with bipolar disorder, to improve functioning and address other problems.
Psychodynamic models are not recommended.

Service recipients who have ongoing contact with their families should be offered a family
psychosocial intervention that spans at least nine months and provides a combination of education
about the illness, family support, crisis intervention, and problem-solving skills training. Such
interventions should also be offered to non-family caregivers.

Psychoeducational therapy

e for the service recipient
e for the family

Psvchotherapy

* Individual (usually supportive rather than insight-oriented)

¢ Group
e Family (therapies based on the premuse that family dysfunction is the etiology of the
service recipient's bipolar disorder should not be used.)

Cognitive-behavioral therapy to address inappropriate or negative thought patierns and behaviors
assoclated with the illness.

Treatment of associated disorders or symptoms, such as substance abuse disorder, depression, or
suicidality.

Partial hospitalization or dav treatment programs Specialized educational and psychiatric services
available in either a hospital outpatient setting or a day treatment program that enable the
individual to function at home and in community settings.

Residential treatment

Severe circumstances or poor response to treatment may indicate the need for more restrictive
care in an inpatient or residential setting, when less restrictive alternatives have been
unsuccessful. Ongoing assessment is needed, and the individual should return to the least
restrictive treatment setting practicable, whenever possible.
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Psvchosocial Rehabilitation

management, in-home services, family support, and school-based services. Supports and services
of this kind are individualized and are designed to ameliorate the physical, mental, cognitive or -

Effective treatment may require a flexible array of services and supports, including case i
developmental effects of bipolar disorder. !

Systems of care serving persons with bipolar disorder who are high service users should include
assertive case management and assertive community treatment programs. These programs should
be targeted to individuals at high risk for repeated rehospitalizations or who have been difficult to
retain in active treatment with more traditional types of services.

Therapy for BPAD

Target Impact of }

BPAD on:
[ ) T ‘ [ l
Individual ‘ [ Family J L School ] [ Community T
Usually Supportive - Education | Appropriate L L. C'onsultarion. to Juvenile I
more intensive therapy and educational environment / Justice and social welfare .
may be contraindicated Support specialized programs. .

cause cf atfect generated

2. Community support

. . . . and advocac g .
Note: BPAD is a lifelong disorder. cacy programs

3. Foster Care

BN A

{—4. PHP or RTC Services

)
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Treatment of BPAD

Treatment of BPAD

l

[

Pharmacotherapy -
Treat core symptoms

moods stabilized

|
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‘ Psychosocial Interventions

[

I

]

Treat pre-existing
behavioral disorders,
substance abuse, learning
problems, psychosocial problems

Psychoeducational
Therapy

Relapse Prevention

Target: 1. Stress Reduction
2. Problem Solving Skills
3. Family Function

4. Communication Skills

B N —

. Impact of Noncompliance
. Substance Abuse

. Sleep Deprivation

. Recognition of Symptoms
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TDMHDD GUIDELINE

Evaluation and Treatment
of Conduct Disorder In Children and Adolescents

Introduction

The guideline presented here is designed to assist in the evaluation and treatment of children and
adolescents with conduct disorder in primary care and behavioral treatment settings. Portions of
this guideline are based on the following sources:

Practice parameters for the assessment and treatment of children and
adolescents with conduct disorder. ] Am Acad Child Adolesc Psychiatry 1997
Oct;36(10 Suppl):122S-139S

Decision trees and essential outline materials were fumnished by Martha Wike,
Ph.D., Consulting Psychologist, Tennessee Department of Children’s Services

The goal of this protocol is to improve the care of children/adolescents with conduct disorder and
aid practitioners in diagnosis and treatment selection.

These guidelines are not intended to define or serve as a standard of medical care.

Informed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the
service recipient, if he or she has the capacity to give it, or from an otherwise legally authorized
representative.

Capacity to give informed consent

Clinicians should consider whether the service recipient, if age sixteen or over, is capable of
giving informed consent, prior to rendering services, and, if applicable, determine who is legally
authorized to make decisions about the service recipient’s care.

New provisions in Tennessee’s mental health law, T.C.A. Title 33, will permit a provider of
specified health care services to accept the decision of a surrogate, in lieu of a service recipient,
where the recipient has no guardian or conservator. When these provisions become effective by
promulgation of implementing rules, acceptance of surrogate decision making will not be
mandatory, and will be applicable only when the service recipient 1s reasonably determined to
lack capacity to make treatment decisions because of mental retardation or developmental
disability. '

New Title 33 provisions will also require inpatient mental health service providers to maintain
treatment review committees for service recipients admitted to inpatient facilities who lack
capacity to make treatment decisions. The committee process will not, however, over-ride the
decision of the recipient’s guardian or conservator. *

1. Tennessee Code Annotated § 33-3-218 through 220

2. Tennessee Code Annotated § 33-6-107 et. seq.
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Differential Diagnosis

Oppositional defiant disorder Adjustment disorder

ADHD (may be comorbid) Mood disorders (may be comorbid)

Substance abuse (may be comorbid) Child or adolescent antisocial behavior (see DSM-Iv v71.01)
Medical disorders Developmental disorders

PTSD Schizophrenia

Personality disorders*

* According to DSM-IV, Antisocial Personality Disorder cannot be diagnosed in a person under age eighteen; other
personality disorders must have been pervasive and persistent for at least one year to be diagnosed in someone under

age eighteen.
DSM-IV Criteria

Conduct Disorder, as defined by the DSM-IV, consists of a repetitive and persistent pattern of
behavior in which the basic rights of others or major age-appropriate societal norms or rules are
violated, as manifested by the presence of three (or more) of the following criteria in the past 12
months, with at least one criterion present in the past six months:

*  Must have three (3) or more:

Aggression to people or animals
Destruction of property
Deceitfulness or theft

Serious violation of rules

—
—
—_
—

* If eighteen or older, not Antisocial Personality l

The disturbance in behavior causes clinically significant impairment

Assessment

» Service recipient interview (with and without parents) ...assess mental status, impulse
control, capacity for attachment, trust and empathy, tolerance for negative emotions

e Parent interview ...assess developmental hx, family hx of mood and thought disorders,
impulse control and substance abuse disorders, personality disorders

» Collateral contact interviews (school, court)

e Physical exam, including urine or blood drug screen, if drug use is suspected
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Treatment

Treatment should be provided in a continuum of care that allows flexible application of
modalities by a cohesive treatment team. Outpatient treatment of conduct disorder includes
intervention in the family, school, and peer group. Typically, several of the following treatment
modalities are used in conjunction in order to provide a comprehensive model. Wrap-around
approaches, Multi-Systemic Therapy (MST) and Continuing Comprehensive Family Treatment
(CCFT) are all noted as effective approaches to Conduct Disorder.

4

!

i

A !

Treat comorbid disorder
Family interventions include parent guidance, skills training and family therapy.

Work on parenting strengths ...eliminate too harsh and too permissive approaches
Treat parental pathology

Individual and group psychotherapy with adolescent or child. The technique of intervention
should be adapted to child’s age, processing style, and ability to engage in treatment.

Group therapy is important with adolescents
Individual therapy, alone, is ineffective

Psychosocial skill-building training.

Child training to improve peer relationships

Child training to improve academic skills

Child traiming to improve compliance with demands from authority figures
Social skills building

Other psychosocial interventions should be considered as indicated. Some interventions to
consider are peer intervention, school intervention for appropriate placement, juvenile justice
system intervention, social services, community resources, out-of-home placement, and job
and independent-living skalls training.

Psychopharmacology. Medications are recommended only for treatment of target symptoms
and comorbid d:sorders and are recommended only on the basis of clinical experience.

Level of care decision-making. Level of care should be the least restrictive level of
intervention that fulfills both the short and long-term needs of the service recipient.
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Decision Tree for Conduct Disorder
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Conduct Disorder Treatment
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Depression in Children and Adolescents

Introduction

The guidelines presented here are designed to assist in the evaluation and treatment of children and
adolescents with depressive disorders in primary care and behavioral treatment settings. These guidelines
are adapted from:

Practice parameters for the assessment and treatment of children and adolescents with depressive
disorders. ] Am Acad Child Adolesc Psychiatry 1998 Oct;37(10 Suppl):63S-83S [231] references]

The user may wish to consult the source material for complete texts, annotations, and references.

The goal of this protocol is to improve the care of children/adolescents with depression and aid
practitioners in diagnosis and treatment selection.

These guidelines are not intended to define or serve as a standard of medical care.

Ionformed Consent

Informed, voluntary consent, based upon appropriate information, must be obtained from the service
recipient, if he or she has the capacity to give it, or from an otherwise legally authorized representative.

Capacity to give informed consent

Clinicians should consider whether the service recipient, if age sixteen or over, is capable of giving
informed consent, prior to rendering services, and, if applicable, determine who is legally authorized to
make decisions about the service recipient’s care.

New provisions in Tennessee’s mental health law, T.C.A. Title 33, will permit a provider of specified
health care services to accept the decision of a surrogate, in lieu of a service recipient, where the recipient
has no guardian or conservator. When these provisions become effective by promulgation of
implementing rules, acceptance of surrogate decision making will not be mandatory, and will be
applicable-only when the service recipient is reasonably determined to lack capacity to make treatment
decisions because of mental retardation or developmental disability. '

New Title 33 provisions will also require inservice recipient mental health service providers to maintain treatment
review committees for service recipients admitted to inservice recipient facilities who lack capacity to make
treatment decisions. The committee process will not, however, over-ride the decision of the recipient’s guardian or
comservator.

I Tennessee Code Annotated § 33-3-218 through 220

2 Tennessee Code Annotated § 33-6-107 et. seq.

Assessment

e Comprehensive psychiatric diagnostic evaluation, including interviews with the child, parents,
and collateral informants, such as teachers and social services personnel

e Evaluation performed by a clinician trained to consider how developmental and cultural factors
impact the service recipient's clinical presentation

e Performance of a developmentally appropriate mental status examination (MSE), physical
examination, laboratory tests
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e Use of standardized depression checklists such as the Children’s Depression Inventory (CDI) and
the Beck Depression Inventory (BDI)

* Assessment of risk for suicidal behaviors

* Global functioning assessment using scales such as the Children's Global Assessment Scale or the
Global Assessment of Functioning

* Identification of other pertinent issues that will require ongoing treatment (family dysfunction,
school difficulties, comorbid disorders)

e Ongoing assessment

Differential Diagnosis

Anxiety disorders Chronic fatigue syndrome

Learning disabilities Bereavement

Disruptive disorders Anorexia nervosa

ADHD Premenstrual dysphoric disorder

Substance abuse Bipolar disorder

Personality disorder Eating disorders

Medical disorders Domestic violence, sexual and physical abuse issues
Adjustment disorder Sexual identity and orientation issues in adolescence

DSM-1V Criteria for Major Depressive Disorder
Major Depressive Disorder (MDD), in general consists of:

*  One or more Major Depressive Episodes, as defined below,
* Not better accounted for by Schizoaffective Disorder, and not superimposed on Schizophrenia,
Schizophreniform, Delusional, or Psychotic Disorder, and

There has never been a Manic Episode, a Mixed Episode, or a Hypomanic Episode (except as may have
been induced by substance, treatment, or due to the direct physiological effect of a general medical
condition).

A Major Depressive Episode, as defined by the DSM-IV, consists of either a depressed or irritable mood
and/or a loss of interest or pleasure for at least 2 weeks, in addition to the presentation of 5 or more of the
following symptoms:

¢ DEPRESSED MOOD MOST OF e PSYCHOMOTOR RETARDATION
THE DAY, NEARLY EVERY DAY OR AGITATION

e MARKEDLY DIMINISHED . DECI}%‘*?_%N?NERGY OR
INTEREST IN ACTIVITIES, MOST MOTIVATIO!
OF THE DAY, NEARLY EVERY e  GUILT FEELINGS
DAY

e INABILITY TO CONCENTRATE
* SIGNIFICANT WEIGHT

LOSS/WEIGHT GAIN e RECURRENT THOUGHTS OF
DEATH OR SUICIDAL IDEATION,
* INSOMNIA/HYPERSOMNIA SUICIDE ATTEMPT OR PLAN
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AND these symptoms:

¢ SOCIAL IMPAIRMENT OR e UNRELATED TO BEREAVEMENT
IMPAIRMENT IN PERFORMANCE
OF ACTIVITIES * UNRELATED TO MEDICATION
USE OR OTHER PSYCHIATRIC
e UNRELATED TO SUBSTANCE ILLNESS
ABUSE
Treatment

Treatment Planning

¢ Develop treatment plan appropriate to developmental stage of child or adolescent
e Provide services in the least restrictive environment that provides safety and effectiveness

Acute Treatment

e The choice of initial therapy depends on

. Chronicity . Age of service recipient

. Severity and number of prior episodes + Comphance with treatment

. Contextual 1ssues + Service recipient’s and family’s motivation for
A4 Previous response to treatment treatment

e Pharmacotherapy alone usually is not sufficient.

e The high degree of comorbidity and the seventy of psychosocial and academic consequences of
depression suggest a multi-modal treatment approach.

* Because depression usually runs in families it 1s important to assess and treat other family
members and those who live with the service recipient.

Service recipient and Family Education

The service recipient and caregivers should be taught about the disease and the treatment involved.
Family education involves family members as informed partners in the treatment team, and helps them
understand depression as an illness, identify and manage affect, address psychosocial deficits, and learn
the importance of compliance with treatment. Participation by parents may help them identify their own

depressive symptoms.

Psychotherapy

o Cognitive-Behavioral Therapy (CBT) is based on the premise that depressed service recipients
have cognitive distortions in how they view themselves, the world, and the future; that these
cognitive distortions contribute to their depression. CBT teaches service recipients to identify
and counteract these distortions. Clinical studies found a high rate of relapse upon follow-up,
suggesting the need for continuation treatment.
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*  Inierpersonal Therapy (IPT) focuses on problem areas of grief, interpersonal roles, disputes, role
transitions, and personal difficulties. IPT has been shown to be useful in the acute treatment of
adolescents with MDD. The rate of relapse may be relatively low after acute IPT treatment.

*  Bsychodynamic psychotherapy can help youth understand themselves, identify feelings, Improve
self-esteem, change maladaptive patterns of behavior, interact more effectively with others, and
cope with ongoing and past conflicts.

*  Family Therapy may be indicated where there is a fustory of substance abuse in the family, or
domestic abuse, divorce, or similar stressors. Because depression usually runs in families it is
also important to assess and treat other family members and those who live with the service
recipient,

*  Group Therapy may be indicated for adolescents and older children.

*»  LExpressive Therapy (i.e. play, art, writing) is recommended by many clinicians to facilitate a
chuld’s ability to identify and process difficult feelings and issues.

Antidepressant Medication
Pharmacotherapy alone is never sufficient as the sole treatment. Combined treatment promotes self-
esteem, coping skills, adaptive strategies, and improved peer and family relationships.

Antidepressant medications seem indicated for children and adolescents with severe symptoms that
prevent effective psychotherapy: whose Symptoms fail to respond to an adequate tnal of psychotherapy;
with chronic or recurrent depression; and with psychotic or bipolar depressions.

Prior to Initiating treatment, specific target symptoms should be defined with the service recipient
and parents. They should be informed about side effects, dose schedule, the lag in onset of therapeutic
effect, and the danger of overdose. Parents should maintain responsibility for storing and administering
the medications to enhance compliance and minimize suicidal risk from overdose. Quantity of dispensed
medications should be monitored carefully.

Selective serotonin reuptake inhibitors (SSRIs) are the initial antidepressants of choice for service
recipients requiring pharmacotherapy, although the presence of comorbidities may require alternate Initial

administration of SSRIs.

SSRIs are the drugs of choice because of their safety, side effect profile, ease of use, and suitability for
long-term maintenance. Since Improvement with the SSR]s may take 4 to 6 weeks, service recipients
should be treated with adequate and tolerable doses for at least 4 weeks. At4 weeks, if service recipients
have not shown even minimal improvement, treatment should be modified (e.g., increase dose, change
medications). Ifthe service reciplent shows improvement at 4 weeks, the dose should be continued for at
least 6 weeks. The SSRIs have a relatively flat dose-response curve, suggesting that maximal clinjca]
fesponse may be achieved at minimum effective doses.

Tricyclic Antidepressants are not recommended as first line treatment for youth with depressive
disorders because of the lack of efficacy and potential side effects. Nevertheless